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apneic, are readily ventilated with oxygen. Skin color remains 
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“The most important [observation] is the elimination of 
hypoxia or anoxia.’ 


“The arterial blood pressure is found to rise during the 
[unmodified] electroshock. When the muscular spasms and the 
asphyxia are eliminated with the administration of succinyl- 
choline and oxygen, a slower and more even rise is noted;.. .’” 


“In ordinary electroshock therapy the heart rate is found to 
be irregular and greatly increased. Muscular relaxation pro- 
duced by succinylcholine is noted to result in a slower and more 
even rate.’’+ 


“..the occurrence of fractures and dislocations has been 
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reduced to zero. 
“No fractures occurred in the group during therapy.’ 


“Modification of electro-convulsive therapy with thiopental 
socium and succinylcholine chloride is a much safer treatment 
as chown by the absence of fractures and medical complications 
in our series of 7,500 treatments.”’! 
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How the compulsive eater 


—a frequently encountered psychiatric problen— 
benefit from ‘Dexedrine’ 


You will find ‘Dexedrine’ an invaluable aid to a reducing 

E program for such patients for two reasons: (1) ‘Dexedrine’ 
curbs appetite and (2) ‘Dexedrine’ stimulates the lethargic 
patient, helping him to make a more nearly normal 
adjustment to life and living. Dexedrine* (dextro- 
amphetamine sulfate, S.K.F.) is available as tablets, 
elixir and Spansule* sustained release capsules. 


*T.M. Reg. U.S. Pat. Off. a 
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“Of ten patients [with cerebral palsy] who received zoxa- 
zolamine (Flexin) for a one-month period, small but signifi- 
cant improvements in tests of motor function were observed 
in six patients and some degree of improvement was 
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“All of the five patients with multiple sclerosis showed 
measurable diminution of painful spasticity after one to 
three weeks of therapy, with a dosage of 500 mg. t.i.d.’’ 
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Typical case: 
“unmanageable” 
schizophrenic 
patient is hostile, 
untidy and 
inaccessible 
to therapy. 


With Serpasil, 

patient becomes 

calm, cooperative, 
amenable to interview... 
as have thousands 

in this new age 

of hope for 

the psychotic. 


the “before-and-after” picture in mental 
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REITER MODEL RC-47D 
GREATLY MINIMIZES CONFUSION 


The means to significantly minimize confusion is provided for in 
the versatile Model RC-47D. Patients are quiet and usualiy capable 


of returning to work following treatment. Fear of further treatment - : 


_ is greatly relieved in most patients. Efficiency of current increased. 
.One knob control. Automatic safeguards assure an amazing reduc- 
tion of thrust and apnea. The patient is often breathing before the 
completion of the seizure. Extremely rugged, the RC-47D withstands 

very long periods of use all the while maintaining the accuracy 
vital to delicate work within the brain. Patients resistant to all 
other electroshock, insulin and lobotomy forms of therapy have 

—_ successfully treated by modalities contained in Model RC-47D. 


MODEL RC -47D PROVIDES FOR: 
@ CONVULSIVE THERAPY—full range 
e NON-CONVULSIVE THERAPIES e ELECTRO-SLEEP THERAPY 
FocAL TREATMENT—wnilateral and bilateral 
e Mono-PoLAR TREATMENT—non-convulsive or convulsive 
e BARBITURATE COMA and other respiratory problems 
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BY EXTENSIVE CLINICAL EXPERIENCE WITH OVER 200 
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“MYSOLINE" effectively controls 


grand mal and psychomotor seizures 


Control of seizures was obtained in 57 per cent of 97 grand 
mal patients where “MysoLiNe” was used as initial therapy; 
an additional 22 per cent were improved.' In patients 
refractory to previous standard medication, Pence? obtained 
improvement to complete control in 70 per cent of cases. 
In his study, “MysoLiNe” was added to current medication 
and in some cases this was replaced by “MysoLine” alone. 
He observed that patients can usually remain under control 
without necessitating dosage increases above the established 
maintenance level. “Grand mal convulsions, psychomotor 
automatisms and focal motor convulsive disorders respond 
most readily to this drug.” 


NNOTABLY FREE FRoM SERIOUS Toxic EFFECTS 


Urinalyses and blood counts during therapy failed to reveal 
any abnormalities.2 When side reactions do occur, they 

are usually mild and transient and tend to disappear 

as therapy is continued. 


Brand of Primidone 


in epilepsy 


Supplied: 0.25 Gm. scored tablets, bottles of 100 and 1,000. 
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2. Pence, L. M.: Texas State J. Med. 50:290 (May) 1954. 
3. Berman, B. A.: Am, J. Psychiat. 112:541 (Jan.) 1956. 


Ayerst Laboratories « New York, N.Y. « Montreal, Canada 


**Mysoline’’ is available in the United States by arrangement with Imperial Chemical 
(Pharmaceuticals) Limited. 
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withdrawn, apathetic patients 


also can benefit from 


‘THORAZINE’ CASE HISTORY 


patient: 18-year-old female; “‘mute, incontinent, 
paid no attention to her personal appearance, 
and had to be fed.” 

results: “During the six weeks on [‘Thorazine’], 
she became more friendly and talkative... 
ate normal meals and was no longer 
incontinent . . . facial expression and bearing 


were friendly and responsive.””! 


Smith, Kline & French Laboratories, Philadelphia 


1. Shepherd, M., and Watt, D.C.: J. Neurol., Neurosurg. 
& Psychiat. 19:232 (August) 1956. 


*T.M. Reg. ULS. Pat. Off. for chlorpromazine, S.K.F. 
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The Physician in the Role of Psychotherapist 


EUGENE ZISKIND, M.D. 


A psychotherapeutic role for the physician 
is the logical outcome of increased recogni- 
tion accorded psychologic factors in medical 
illness. Because of modern sophistication 
in these matters a curriculum that will pre- 
pare physicians for psychotherapy need not 
be discussed here in detail. This has been 
done in a way in my book on ‘‘Psychophysio- 
logic Medicine,” in which the subject matter 
was presented in two parts: 1) a manual of 
knowledge to be acquired in psychopathol- 
ogy in diagnostic and therapeutic tech- 
niques, and 2) materials for orientation in 
the specialized literature of the psychiatrist. 
The curricula of most medical schools in this 
country now contain courses in normal de- 
velopment and psychopathology and therapy 
—often under the heading of Basic Psychi- 
atry. These are calculated to equip all phy- 
sicians for the care of psychosomatic aspects 
of illness, in contradistinction to Special 
Psychiatry for the specialist. In this pres- 
entation, therefore, consideration of train- 
ing which may serve as a jumping off place 
for discussion of some practical aspects of 
the physician’s role in psychotherapy will be 
referred to briefly with the aid of tables. 


Matters of Curriculum and Training 

Table 1 represents an attempt to isolate 
basic factors in psychopathology which 
would be acceptable to all psychiatrists, ir- 
respective of their varying frames of refer- 
ence. 


TABLE 1—BASIcC PRINCIPLES OF PSYCHO- 


PATHOLOGY 
1. Tensions from unresolved conflict from the core 
of psychopathology. 
2. Major conflicts occur between needs of the indi- 
vidual and restrictions of his environment. 
3. Resultant behavior is related to the balance be- 


From University of Southern California School 
of Medicine, Los Angeles, Cal. 

Read at Academy of Psychosomatic Medicine, 
New York City, Oct. 5, 1956. 


tween the adaptive capacity and the intensity of 
the stress. 

4. Causative factors may be precipitating (e.g. cur- 
rent situational stresses) and predisposing (e.g. 
neurotic character patterns). 

5. Symptom formation results from unresolved con- 
flictual tensions. 


Table 2 points up modifications in the 
headings of the routine medical history de- 
signed to indicate the necessary inclusion of 
psychological data. 


TABLE 2—MEDICAL HISTORY 


Verbatim recording of initial statement. 

(‘What brings you here?’’) 
Spontaneous description of illness. 

(Often disease. ) 

Onset and setting of illness. 

(‘What was going on in your life at the time ?’’) 
Presenting symptoms and their course. 
Systemic (including psychobiologic) inquiry. 
Past illness. 
Family illness. 

(‘What effect did it have on your life?’’) 


Table 3 is an outline of the Life History, a 
new diagnostic technique for the physician, 
which presents the developmental history 
more or less chronologically but divided into 
major areas of life adjustment. 


TABLE 3—LIFE HISTORY 


Birth and infancy 
Family 

Schooling 

Occupation 

Law enforcement 
Military 

Sex and marriage 
Religion and life philosophy 
Recreation and social life 
Personality traits 
Current experiences 


The first of several tables on therapy (Ta- 
ble 4) calls attention to the interpretation 
of the illness to the patient, showing how 
this important function is frequently mis- 
handled. 
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TABLE 4—INTERPRETATION OF PSYCHOGENIC 
ILLNESS 
1. Avoidance of interpretation 


2. Inadequate interpretation 
3. Stigmatizing interpretation 


The reasons why “Physicians Avoid Inter- 
pretation” are seen in Table 5. Obviously 
these are not adequate reasons even though 
on occasion one or more may be justified. 


TABLE 5—PHYSICIANS AVOID INTER- 
PRETATION 
. Fear of wrong diagnosis 
. Time not available 
. Fear of losing patient 
. Lack of ability 
(“causing more harm than good’’) 


The “Results of Inadequate Interpreta- 
tion” (Table 6) are sufficiently disastrous to 
warrant the reorientation we are now advo- 
cating. Ways for overcoming the shortcom- 
ings are easy to envisage and are a matter 
of training. 


TABLE 6—RESULTS OF INADEQUATE 
INTERPRETATION 


. Chronic invalidism of patient 
. Iatrogenic disease 

Strain on physicians 

. Disorganization of family 

. Lag in social progress 
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Modification of routine therapeutic proce- 
dures calls for special knowledge of “The 
Patient-Physician Relationship” (Table 7). 
This highlights the fact that secondary 
needs of either party or both may exist 
which if unrecognized and not corrected may 
result in the failure of therapy. 


TABLE 7—THE PATIENT-PHYSICIAN 
RELATIONSHIP 


Patient Physician 
EXCESSIVE NEEDS FOR: 
Dependency Perfection 
Acceptance 
Success, prestige 
Authority rejection 
Guilt, masochism 


Withdrawal 


Acceptance 


Authoritative 
status 


Basic to the considerations that are to 
follow is the differentiation of the goals of 
psychotherapy of the physician from those 
of the psychiatrist. The current stress is the 
focus of therapy for the nonpsychiatrist 
physician. If one sets up a series of goals 
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of psychotherapy (as in Table 8) then the 
first two may be said to characterize pri- 
marily the psychotherapy of the physician; 
the last two psychotherapy by the psychia- 
trist. For simplicity of expression the for- 
mer might be designated as situational ther- 
apy and the latter as character therapy. Ac- 
tually no dichotomy is implied. The psychia- 
trist in his therapy may include all the 
goals, and the physician, though placing ma- 
jor emphasis on situational stresses, will fre- 
quently be aware of habituated attitudes and 
at times be able to influence them. 


TABLE 8—GOALS OF PSYCHOTHERAPY 


1. Acceptance of psychogenicity on authority. 

2. Uncovering and working through of current 
stresses. 

3. Uncovering and working through of neurotic 
character patterns. 

4. Uncovering and working through of specific 
childhood traumata. 


In general if one accepts the thesis that 
individuals tend to maintain a psychic equi- 
librium, then one witnesses a continuing 
adaptation in which decompensation occurs 
at times in varying degrees. For the milder 
decompensations a flexible therapeutic ap- 
proach by the physician varying from the 
simplest to the more complex measures may 
be very efficacious. For deeper decompen- 
sations a formal course of psychotherapy 
usually includes uncovering and working 
through (Table 9). 


TABLE 9—CoOURSE OF PSYCHOTHERAPY 


CONSISTS OF 

1. Uncovering process. 

2. Working through process. 
THESE INVOLVE 

1. Overcoming resistance. 

2. Corrective emotional experience. 


At times all that is needed is a ‘mild 
boost” (Table 10). 


TABLE 10—FLEXIBLE THERAPEUTIC 
APPROACH 


1. “Boost” 
(from non-specific processes common to 
psychotherapy). 
Uncovering or working through may not 
be necessary. 
2. Minimal interpretation of psychogenesis. 
3. Uncovering and working through 
a. of situational stresses; 
b. of neurotic character patterns. 
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The non-specific psychotherapeutic proc- 
esses shown in Table 11 may be sufficient to 
restore the decompensated equilibrium. 


TABLE 11—PrROcESSES COMMON TO ALL 
PSYCHOTHERAPY 


. Establishment of rapport. 
. Ventilation. 

. Desensitization. 

. Suggestion. 

Education. 

. Rehabilitation. 


For therapeutic purposes there is a differ- 
ence in emphasis between the physician and 
the psychiatrist. The non-psychiatrist phy- 
sician is more frequently concerned with the 
stresses of the present than those of the de- 
velopmental past, with the external circum- 
stances (the “situation’) rather than the 
internal (intrapsychic) conflicts, and with 
the conscious and near conscious rather than 
the unconscious experiences. There is a 
greater clarity of the material of the phy- 
sician as compared with that of the psychi- 
atrist. That which is current, conscious and 
external is often obvious; that which is from 
the distant past, intrapsychic and uncon- 
scious is often obscure. The former tends to 
be factual, the latter hypothetical. In fact 
it was to fill the gaps in knowledge concern- 
ing inner behavior, unconscious behavior 
and remote behavioral factors that psychia- 
trists developed different psychodynamic 
systems (Freudian, Jungian, Adlerian, etc.). 
Each claims a system of doctrines purport- 
ing exclusive specificity of motivation for 
normal and abnormal behavior. Their ex- 
plorations of unconscious motivations and 
characterological and attitudinal develop- 
ment, so necessary for the psychiatrist’s 
goals, are controversial and far less impor- 
tant and often unnecessary for the goals of 
the physician. 

Lest the physician feel that his therapy is 
superficial, hence less worthy than that of 
the psychiatrist, it might be well to observe 
the following: 

First, the physician will have more suc- 
cess in reaching his goals since situational 
amelioration, control or correction are more 
frequently attainable than character or per- 
sonality reconstruction. 

Second, in many individuals in relatively 
good psychic balance, therapy for the situa- 
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tion may be all that is necessary to restore 
equilibrium. Bringing back a balance quickly 
may prevent the onset of a vicious circle 
leading to future chronic disorganization. 

Third, even for large numbers of chronic 
neurotics (many of whom are incurable), 
situational therapy at periods of major de- 
compensation may be the maximum that 
can be accomplished. 


For these three reasons the physician is 
entitled to the attitude that there is an area 
of psychotherapy, that of situational ther- 
apy, in which he is king of his domain. He 
and he alone, if adequately prepared, can do 
the job better than anyone else. Certainly 
the psychiatrist cannot operate in this area 
as effectively unless he becomes a medical 
practitioner. Situational therapy with the 
physician at the helm has a potential status 
all of its own, as worthy as the intrapsychic 
therapy of the psychiatrist. 

This leads to the important conclusions in 


Table 12. 


TABLE 12—REQUIREMENTS FOR NON- 
PSYCHIATRIC PHYSICIAN 


1. Acceptance of responsibility. 
2. Acquisition of training. 


The physician’s role in the prevention of 
psychosomatic invalidism is particularly ap- 
propriate for he is the one among all the 
mental health workers who can exert the 
greatest influence.' This is indicated in Ta- 


ble 13. 


TABLE 13—PREVENTION OF PSYCHOSOMATIC 
INVALIDISM BY NON-PSYCHIATRIST PHYSICIAN 


1. Patients seen in early stages. 

2. Patients beseech help. 

3. All people seen by doctors. 

4. No special mental health funds necessary. 


The ‘Acquisition of Training” for psycho- 
therapy can be obtained in three different 
ways (Table 14). 


TABLE 14—ACQUISITION OF TRAINING 


1. Experience under supervision 
(preceptor-preceptee training) 

2. Interchange of experiences with colleague 
(Whitehorn ) .2 

3. Post-graduate course. 


Actual experience under supervision is the 
preferred training. 
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Having discussed these fundamental as- 
pects of the physician’s role in psychother- 
apy I would now like to consider three aids 
to routine incorporation of psychosomatic 
concepts into medical practice. 


Eclecticism for the Physician 

Divergence of theories and _ practices 
among psychiatrists is one of the major fac- 
tors hampering the integration of psychiat- 
ric principles into medical practice. The 
claims of each of the psychiatric schools 
(the Freudians, Jungians, etc.) for exclu- 
sive specificity is very confusing to physi- 
cians. Nonpsychiatrists feel constrained to 
ally themselves with the philosophies and 
practices of one of the schools; an aping 
which frequently leads to “wild” or amateur 
psychiatry. Full utilization of the dicta of 
any one of the systems demands specializa- 
tion in that school. On the other hand, in 
the absence of specialization, the physician 
is often likely to feel that he is performing 
a perfunctory, superficial service and he may 
shy away from it because of the low value 
he places on it. 

Actually the physician can achieve his 
goals, largely by-passing schools of exclu- 
sive specificity. The point is that even 
though his situational therapy runs into 
problems of the unknown, and the physician 
cannot totally ignore the offered hypotheses 
concerning personality development, he still 
has lesser need for these hypotheses than the 
psychiatrist. When he must theorize he 
would do better to utilize an eclectic rather 
than a system orientation. 

The term eclecticism has many connota- 
tions and is in general poorly understood. It 
is not to be equated with an attitude of di- 
lettantism in which the therapist utilizes 
various concepts and techniques from differ- 
ent disciplines in a trial and error manner 
without critical evaluation. Eclectic is de- 


fined in Webster’s dictionary as 

“choosing what is thought best in doctrines, opin- 
ions, etc., from various sources or systems.” ‘“Ecle- 
ticism, like syncretism and skepticism, characteris- 
tically appears where several powerful antagonistic 
systems are in the field. Unlike skepticism, it does 
not doubt all systems because of the antagonistic 
reasonableness of each, and unlike syncreticism, it 
does not modify all for the sake of mutual con- 
sistency; rather it selects from each such doctrines 
as are satisfying...” 
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Elsewhere I have indicated that the eclec- 
tic psychiatrist,* not totally accepting any 
system of behavioral concepts on the ground 
that knowledge of human motivation has not 
yet progressed to the point of a reliable sys- 
tem, feels free to choose whatever doctrines 
he finds most adequate for the problems of 
his patient. In fact he contends that by so 
doing he creates less artefacts than by try- 
ing to fit all of his clinical problems into the 
framework of any one of the systematized 
schools, e.g., Freudian, the Adlerian, etc. To 
quote a statement of Stainbrook’s used in 
another context,' “The essence of all these 
etiological constructions was not that they 
were all wrong, but that they were all pro- 
posed as exclusively right.” The eclectic is 
inclined to feel that the founders of these be- 
havioral creeds have isolated some truths, 
some astute clinical observations, each rem- 
iniscent of the blind man’s description of the 
elephant. He prefers to feel free to select 
and utilize these independently of other sys- 
tem commitments. 

This orientation is akin to the eclectic 
viewpoint which obtains so widely in medi- 
Cal practice. The physician accepts no over- 
all explanation or system for all clinical en- 
tities but he weighs the evidence, clinical 
and experimental, for the conflicting etio- 
logic and therapeutic concepts. The physi- 
cian therefore has a kinship to the eclectic 
view in psychiatry and should find it con- 
genial to his clinical thinking. 

Socio-cultural Vista 

The viewpoint and contributions of the so- 
cial sciences buttress the position of the phy- 
sician in psychotherapy. Although the re- 
search frontiers of psychiatry are reaching 
into the area of socio-cultural influences on 
behavior and psychiatrists await scientific 
evaluation of socio-cultural influences upon 
psychopathology, the general practitioner is 
close to these factors of social reality. 

The heritage of the modern physician de- 
rives from the old family doctor who in his 
pursuit of the art of medicine intuitively 
exploited the social relations of his patients. 
He knew them and their environments per- 
sonally and he utilized such knowledge in 
dealing with their maladies. The physician 
still attempts to reach such an understand- 
ing of his patients. 
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Although the practitioner is not schooled 
in the social sciences, he is nevertheless well 
versed in the folkways and mores and the 
social institutions of his time and place. 
Common sense inconsistencies in these areas 
are manifest to him. Once a physician rec- 
ognizes his responsibility to aid a patient in 
confronting life situations, he is readily 
aware of many problems pertinent to illness. 
Problems related to marital felicity, satis- 
faction on the job, difficulties with one’s chil- 
dren, fall into the category of current 
stresses in regard to which the general prac- 
titioner can bring to bear the benefits of 
psychotherapy. Counseling on these situa- 
tions is helpful to his patients. Work at this 
level has the merit of relieving current 
stresses. 


Concern for the socio-cultural factors in 
illness tends to avoid many of the hypothet- 
ical and controversial issues involved in spe- 
cialized psychiatric therapy. It tends to 
shift emphasis from the early genetic, the 
intrapsychic and the unconscious to the cur- 
rent, conscious, external (situational) ex- 
periences that are the peculiar province of 
the physician. 


Although there is need for considerable 
refinement and definition of the psychosocial 
in regard to medical problems, following are 
some statements that may be of interest to 
the clinician. 


Burling’ views “the reactions of personal- 
ity organization and the patterns of social 
life as two aspects of an organic whole.” 
ae" every maladjustment, whether we 
choose to call it individual or social, is a 
maladjustment of the same thing, the total 
pattern which includes both the man and 
his segment of society.” Although both are 
involved in maladjustment, personal or so- 
cial disorganization may be primary. It is 
manifestly cheaper to concentrate effort on 
modifying the intrapsychic element of the 
pattern than to spend much effort in the 
larger patterns of which this is a part. When 
this is not possible somethinz may be gained 
by approaching the social part. When the 
social disorganization is primary, this should 
first be altered; but in society this may not 
be possible and the intrapsychic may still 
need to be treated. Our problem is that much 
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of the part contributed by “sick” society is 
not thoroughly appreciated. Nevertheless 
treating the total pattern—which includes 
both man and his segment of society “may 
be necessary.” 


Stainbrook’s® comments broaden the con- 
cept of psychosomatic medicine as open- 
ended, interrelated systems of physiology, 
personality, society and culture 
‘“.. . in which all can and usually do respond adap- 
tively under conditions of stress ... although... 
the strain can become manifest first in any of the 
systems.” Stainbrook adds: “Since a basic concep- 
tion about behavioral disease is that it represents 
not alone the failure of the patient but also, to a 
greater or less extent, the failure of the significant 
others with whom he was in intimate relationship, 
these significant others may also need help to un- 
derstand how to facilitate, extend and generalize 
the therapeutic relearning of the patient.’’? 


Glass* reports a shift in military psycho- 
therapy from a patient-centered to a milieu- 
oriented view. Formerly therapists working 
back of the front lines evacuated the patient 
to the rear. Later psychiatrists assigned to 
the front lines identified emotional disturb- 
ances with the milieu interest and treated 
the patient locally. 

Psychaitrists have at times sought to ex- 
cuse their lack of interest in the patient’s 
social orientation on the ground that the 
therapist must not impose his own values 
upon the patient. Acceptance of socio-cul- 
tural factors, however, may not involve an 
imposition of one’s own moral code on the 
patient as much as a realistic consideration 
of the adequacy of the patient’s social ad- 
justment in what Adler called the “iron laws 
of co-living.” Related to this failure to con- 
sider adequately the socio-cultural factor is 
the fact that many psychiatrists have car- 
ried on intensive therapies based entirely on 
the patient’s statements, only to find that 
his biases and needs have kept the therapist 
from a realistic evaluation of the problem. 
Often this has been to the detriment of the 
patient, with the ironical aspect that indi- 
viduals in the patient’s environment might 
readily have supplied that which even much 
probing failed to uncover. 

Pauline Young” gives some details of how 
social factors may affect the individual’s 
psychic equilibrium; also how social partici- 
pation may operate as a therapeutic force. 


“In primary face-to-face relationships, loy- 
alty to the group’s folkways and mores is 
reinforced by common participation in the 
daily activities of the group...and also of 
strong identification, a we-feeling, with the 
lives and experiences of other members... . 
However, as a person’s contacts widen and 
his activities and experiences broaden in the 
larger community (society) ,he often encoun- 
ters a diversity of complex and dynamic 
changes and a wide variety of culture 
groups. The values and codes of these va- 
ried groups may be not only in sharp con- 
trast to those of his own group, but they 
may frequently contradict and conflict with 
each other. Moreover, the various institu- 
tional codes of one’s own group may not be 
completely integrated in a dynamic social 
order. The Golden Rule, for example, em- 
phasized 2n Sunday may not be consonant 
with the weekday business contract, much 
less with the after-hours conduct of the 
sporting session. Such lack of integration 
may play havoc with a person’s traditional 
modes of behavior, distort his sense of loy- 
alty to his social heritages and present to 
him serious problems of conscience, and may 
often leave him in an anxiety ridden state. 


Insight and the working through proc- 
ess are indispensable prerequisites to the 
modification of specific behavior. However, 
a patient’s adjustment should be viewed 
both as a personal and a social process, That 
is, his practices, beliefs and attitudes to 
some extent must be consonant with those 
of his group. Furthermore, he needs to be 
incorporated as a functioning member in the 
group, if he is to ga‘n an acceptable social 
role and be able to gratify adequately his 
wishes and needs. Through actual social 
participation and group relationships it is 
possible to gain a realistic appreciation of 
the scheme of social and moral imperatives. 


Some persons may enter only limited ac- 
tivities, and only at a peripheral level. Oth- 
ers may need the therapist’s guidance and 
stimulus, but once they have become incor- 
porated into the stream of community life— 
will broaden their perspectives and experi- 
ences and will gradually be able to assume 
responsibilities and promote the general 
scheme of group interests and purposes. 
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A New Look at Medical Cost 


If one asks why the psychosomatic con- 
cepts, which appear to be accepted so readily 
by most physicians, are not routinely ap- 
plied in medical practice, a serious limita- 
tion comes to light. The reason is primarily 
economic. 

Medical practice is organized so that phy- 
sicians see 15 to 30 or more patients a day. 
Psychotherapeutic techniques as a rule re- 
quire not less than 30 minute sessions, This 
means a reduction in the number of patients 
the physician can see each day. Correspond- 
ingly he must demand greater compensation 
for these sessions than for shorter visits. 
Even though there is an increasing accept- 
ance of this more comprehensive type of 
care, not enough patients are prepared to 
make the greater expenditure required. 


Actually the problem may not be one of 
increased expenditures. If our thinking is 
correct, there is an actual saving in the long 
run, although initially the expense may be 
greater. In a great many cases the preven- 
tion of recurrences and chronic invalidism 
results in a shorter course of treatment. 
However, this thesis remains to be demon- 
strated. 


This demonstration is hardly likely to 
take place in private practice. A possible 
exception is the experience of a medical 
practitioner in our community. Dr. M. Abo- 
witz conducted group psychotherapy once a 
week on 8 of his patients with gastro-intes- 
tinal problems, under the supervision of a 
psychiatrist. In this way the charges in hour 
sessions for his patients did not exceed those 
of their usual visits. 


Those agencies, however, which have the 
responsibility for the long term medical care 
of their patients, such as veterans’ facilities, 
medical insurance plans, and community 
clinics, have much to gain if the contention 
of savings, even in the face of initially in- 
creased costs, can be substantiated. Some 
of these facilities should set up pilot studies, 
in which a group of their patients might be 
treated by the comprehensive psychosomatic 
approach involving psychotherapy where 
necessary, with the other patients under the 
customary treatments used as controls. If 
not these agencies then perhaps the United 
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States Public Health Service or some philan- 
thropic foundation will finance such studies. 
Once it can be demonstrated that there are 
material savings as well as enhanced health 
as a result of these initially more expensive 
methods, a great obstacle to their institution 
is likely to dissolve. 

In conclusion I should like to repeat these 
observations. 

1. Emphasis on situational stresses sets 
the stage for the physician’s role in psycho- 
therapy. 

2. This role is entitled to high status be- 
cause of the large number of cases for which 
it is indicated, the great number of poten- 
tially favorable responses and the satisfac- 
tion of performing a task which cannot be 
carried out as well by others. 

3. The eclectic rather than system psychi- 
atric orientation has preferential value for 
the physician’s theorizing. 

4. The physician’s role in psychotherapy 
favors the integration of socio-cultural in- 
fluences on behavior along with the psycho- 
logical. 

5. The financial dilemma of initially greater 
costs interferes with the universal practice 


of psychosomatic concepts and that may be 
resolved by a pilot study demonstrating ac- 
tual savings in health and expense. 

The role of the physician in psychotherapy 
is thus distinctive and distinguished—or dis- 
crete and discreet! 
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Galactose Treatment of Multiple Sclerosis (A Preliminary Report) 
JACK HARTSTEIN, M.D., and GEORGE A. ULETT, PH.D., M.D. 


In a search for causative factors in mul- 
tiple sclerosis some defect of the building 
blocks of the myelin sheath deserves further 
study. Prominent among the component 
substances of myelin are the cerebrosides 
which constitute much of the brain tissue. 
Some of these compounds are fairly well 
characterized as galacto-lipids, and their for- 
mation is known to be dependent upon an 
adequate supply of the sugar galactose. Fur- 
ther evidence that studies of such substances 
might be fruitful is found in the report of 
Cummings (1953) that a decreased cerebro- 
side content is seen in and around the de- 
myelinated areas of the cerebral cortex in 
cases of multiple sclerosis. Platt (1955), in 
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a provocative article, suggests that demye- 
linating diseases of adult life may perhaps 
be related to a defective myelin structure 
laid down in infancy. He points out that in 
fants who are fed cow’s milk may have less 
galactose available during the period of 
rapid growth and myelin formation and 
hence it is possible that the cerebrosides of 
the myelin sheath may, in such individuals, 
be synthesized from glucose. Sadu (1953) 
has produced changes in cerebroside, sphin- 
gomyelin and phospholipid in pigeon brains 
by feeding dextrose-rich or galactose-rich 
diets. The possible adverse effect of such 
glyco-cerebrosides upon the brain’s suscepti- 
bility to demyelinization is, of course, a mat- 
ter of speculation. Stadler et al. (1954), 
have presented the view that in some fa- 
milial demyelinating diseases we may be 
dealing with a primary disorder of metab- 
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olism that has only a secondary effect upon 
the central nervous system. Adams and Ku- 
bik (1952) have even postulated that some 
property of myelin may determine the lo- 
calization of the pathology. 

The postulation that multiple sclerosis 
may be related to a deficiency or abnormality 
in galactose metabolism is not incompatible 
with some current theories of the role of 
stress in the precipitation of attacks. Sei- 
dek and Hein-Sekula (1954) demonstrated, 
for example, that an increase in thyroxin 
level makes difficult the assimilation of ga- 
lactose. The role of pregnancy, often de- 
bated as a precipitating cause of exacerba- 
tions gains some support from this hypothe- 
sis in terms of depleting body galactose 
stores through the secretion of milk by the 
lactating female. 

In the face of such facts and theories it 
seemed of value to experiment with the ad- 
ministration of large quantities of galactose 
to patients with multiple sclerosis. This was 
done on the supposition that they possess 
some abnormality of galactose metabolism 
that interferes with the laying down of the 
myelin sheaths. It was reasoned that in- 
asmuch as small amounts of galactose are 
already available in the alimentary canal 
from the lactose of the diet, either much 
larger doses were needed orally or the sub- 
stance should be introduced directly into the 
blood stream. 

We approach the problem of dose de- 
termination with some hesitancy as large 
amounts of galactose are known to produce 
opacity of the lens in immature rats (Day 
1936). In the galactose tolerance test used 
for the investigation of liver functioning, 
amounts of 40 grams to 1 gram/kilo are used 
and Deuel (1936) has reported that the nor- 
mal adult person is able to metabolize up to 
25 grams of galactose within 12 hours. The 
role of vitamins and insulin in galactose as- 
similation became a consideration in our 
planning. Our original procedure was there- 
fore to administer 100 grams of galactose 
daily, half orally and half intravenously to- 
gether with vitamins and insulin. This treat- 
ment was given over a period of at least four 
weeks. Following this, attempts were made 
to continue the treatment by oral adminis- 
tration alone. 
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Determinations were made on blood galac- 
tose levels following both methods of ad- 
ministration and are to be reported later 
(Hartmann, et al.). Suffice it to say that oral 
administration appears to be less effective 
and hence, currently, various concentrations 
of galactose are being given by parenteral 
administration to multiple sclerotic patients 
in the out-patient clinic. A report is to be 
made here of our initial clinical observations. 

Eleven patients were selected with known 
multiple sclerosis, with typical histories and 
findings and, in many instances, who had had 
diagnostic studies by more than one qualified 
neurologist. These patients ranged in age 
from 24 to 53 with a mean age of 43 years. 
There were 4 men and 7 women. All pa- 
tients were hospitalized and given intrave- 
nously, daily, 1 liter of 5% galactose (50 
grams in water solution to which had been 
added 2 cc. of Betolake, 1 ampoule of Ascor- 
bine B and 1,000 mgms (1 cc) of Vitamin 
B,.. The rate of administration was such 
that it did not exceed 10 cc. per 10 lbs. of 
body weight per hour. Twenty-five units of 
regular insulin was given to each patient 
daily. All save one patient received, in ad- 
dition, 50 grams of galactose given orally in 
fruit juice. Two patients who did not re- 
ceive the oral galactose also did not receive 
insulin and were given the I. V. solution at a 
somewhat faster rate. The latter patients 
were treated in Portland, Oregon, through 
the kind cooperation of Drs. Robert S. Dow 
and Wilbur Larson. 

Ten of the patients showed a significant 
reversal of symptoms with intravenous ther- 
apy (Table I). 

Following the initial treatment phase, 
nine patients were continued on oral galac- 
tose alone, 50 to 100 grams daily with insulin 
for 70-80 days. This treatment regime was 
discarded because of extreme nausea and 
weakness. 

In six patients who remained in the hos- 
pital, there has been a slow, but steady de- 
cline in function and a reversal of symptom- 
atology although all are still somewhat bet- 
ter than on admission to the hospital. One 
patient has had further intravenous injec- 
tions on three occasions each of from 5-7 
days. On each occasion she has shown some 
improvement of symptomatology but due to 
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> 
. Patient 


G.B. 


E.T. 


J.K. 


J.N. 


E.H. 


Age 


25 


48 


25 


42 


51 


37 


41 


28 


47 


F 


M 


M 


Duration 
of Lilness 


8 yrs. 


15 yrs. 


5 yrs. 


5-8 yrs. 


15 yrs. 


19 mos. 


9 yrs. 
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WPuration 
of Current 
Attack 


3 
° 


2 yrs. 


4 yrs. 


20 mos. 


3 yrs. 


2 yrs. 


3 yrs. 


3 mos. 


9 yrs. 


TABLE I 


Initial Evaluation 


Compietely bedridden; diplopia 
(unable to read large print); 
marked bladder retention; com- 
plete obstipation; loss of tempera- 
ture sensation in lower extreme- 
ties; bilateral extensor toe signs 
and increased deep tendon reflexes. 
Severely ataxic with resting trem- 
or (cannot get out of bed, hold cig- 
arette or sit up); difficulty in 
breathing. 


Completely bedridden; hyperactive 
deep reflexes; bilateral Babinski, 
Oppenheim, and Chaddock signs; 
almost total paralysis, can only 
slightly move toes and fingers on 
right hand. 


Completely bedridden; constant 
resting tremor and severe upper 
extremity ataxia; vision 10/200, 
unable to read or see wall clock; 
malfunction of bowel and bladder; 
left leg totally paralyzed. 


Ataxic but can walk with support; 
constant tremor of head and neck; 
malfunction of bowel and bladder; 
marked intention tremor. 


Completely bedridden; left leg 
completely paralyzed, right leg 
partially paralyzed; bilateral Ba- 
binski, ankle clonus, ataxia, un- 
able to raise self or sit up in bed. 


Difficult breathing; malfunction 
of bladder; numbness in all 4 ex- 
tremities; unable to walk without 
crutches; bilateral extensor toe 
signs; no appetite; bilateral foot 
drop. 


Positive toe signs; spotty sensory 
loss in legs, ataxic, difficulty walk- 
ing, depressed. 


Completely bedridden; internuclear 
ophthalmoplegia; slurred speech; 
mild dysphagia; right leg partially 
paralyzed; bilateral Babinski’s; 
ankle clonus; ataxia of both arms 
and great difficulty feeding her- 
self; unable to raise self or sit in 
bed because of vertigo and ataxia. 


Completely bedridden; unable to 
raise self in bed; marked adductor 
spasm, hyperactive deep reflexes, 
bilateral extensor toe signs, dis- 
sociation of conjugate vision. 
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After 30 Days I. V. Galactose 


Able to walk with minimal sup- 
port; diplopia gone, can read or- 
dinary newsprint; bladder function 
returned; bowel function reestab- 
lished; temperature sensation re- 
turned to lower extremities; bilat- 
eral toe signs and hyperactive deep 
reflexes unchanged; feeds self with 
ease; ataxia markedly lessened. 
Breathing normal; gained 12 lbs. 


Increased function of quadriceps 
and extensors and flexors of wrist, 
fingers and toes; joint motion pres- 
ent in shoulder for first time; can 
raise right arm completely off bed 
and flex and extend wrist. 

Return of motion in left leg; some 
decrease in body tremor; vision 
improved to 20/40 (can now see 
wail clock and read ordinary news- 
print). Return of bladder function. 


Can walk with support; improve- 
ment in bowel and bladder func- 
tion; decrease in tremor and finger 
to nose ataxia. 

Able to sit up in bed; able to raise 
left leg; can get out of bed into 
wheelchair and back to bed. 


Breathing normal; can walk with- 
out support, numbness improved, 
no foot drop, strength improved 
(no longer takes Dexedrine) appe- 
tite returned; gained about 12 lbs. 
generally feels good. 


Babinski reversed; sensation re- 
turns; ataxia markedly lessened, 
hops and walks better; feeling of 
general well-being; mildly eu- 
phoric. 


A slight diminution of the ataxia 
of her right arm and a slight de- 
crease in the vertigo which oc- 
curred on sitting or moving quick- 
ly in bed. 


Can raise head and shoulders off 
bed; slight decrease in ataxia. 
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TABLE I (Continued) 


Initial Evaluation 


bedridden; slurred 
speech, severe ataxia of upper ex- 
tremities; inability to move lower 
extremities; bilateral toe signs. 


Completely bedridden; spastic qua- 
driparesis with hyperactive deep 
tendon reflexes; bilateral toe signs. 


JULY 


After 30 Days I. V. Galactose 


Can wiggle toes, bend legs at knees 
and raise legs; can raise self out 
of wheelchair and stand holding 
to bed; speech improved. 


Return of ability to open and close 
left hand; can raise both arms 
above head; some decrease in ad- 


ductor spasm, feeling of pressure 
at back of neck gone. 


lack of suitable veins for such repeated in- 
travenous treatments, she is now being 
treated with small amounts (2.5 gm) of ga- 
lactose (50 cc. of a 5% solution) given daily 
by clysis with 150 units of hyaluronidase 
and continues to improve. Patient E. H. re- 
ceived no oral galactose and her symptoma- 
tology returned within 2 weeks of discharge 
from the hospital and failed to again remit 
with I. V. administration of 25 gm. three 
times per week given for one month, Pa- 
tient J. N. has had a vacillating course but 
with definite improvement and is now re- 
ceiving 25 gm. galactose (100 cc. of a 25% 
solution) twice weekly given intravenously 
within a 10 minute period. 

These initial observations are, of course, 
far from conclusive and the literature is re- 
plete with new treatments for multiple scle- 
rosis which seemed promising only in the 
first report. As Schumacher (1950) has 
pointed out the validation of any treatment 
for this illness must be conducted over a 
period of several years. Such long term 
evaluation of galactose treatment is now 
planned, but it was hoped that a preliminary 
report of this work might stimulate other 
workers to make observations upon the 
method. With such reservations, however, 
we can state that the clinical findings sug- 
gest that a treatment regime involving ad- 
ministration of galactose is effective in re- 
versing some of the symptoms of multiple 
sclerosis. One would suspect that only early 
or incomplete lesions would be most likely 
to reverse with such treatment. The sugar 
must be continually given to maintain the 


gains achieved. Failure to maintain im- 
provement with oral administration, together 
with observation of blood galactose levels 
now in progress, would suggest that mul- 
tiple sclerosis patients have a defect in ga- 
lactose metabolism, and that such a defect 
may be concerned with the manner in which 
galactose is absorbed from the alimentary 
tract. 


Authors’ Note: Galactose was made available by 
Merck Chemical Company of Rahway, New Jersey 
and the Mallinckrodt Chemical Company of St. 
Louis, Missouri. 

Research funds for this investigation were made 
available through the Neuromedical Foundation of 
St. Louis, Missouri. 
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Therapeutic Trial of Chlorpromazine In Patients With 
Chronic Mental Illness 


MAURICE KLOTZ, M.D., 


HARLOW B. THOMPSON, M.D. 


When this trial study of chlorpromazine 
response in patients suffering primarily from 
chronic mental illness was started in Sep- 
tember 1954, there were relatively few inves- 
tigations which concerned themselves with 
the effect of the drug on this type of patient. 
Since its introduction into clinical use by 
Delay and Deniker’ in 1952, few drugs have 
shown such apparent promise in the treat- 
ment of tension states in both minor and 
major psychoses. The chemistry, physiology, 
pharmacology, animal experimentation and 
some clinical studies have been thoroughly 
summarized.® A recent brochure'’® dated 
April 1955, was concerned with the treat- 
ment of institutionalized psychiatric pa- 
tients. This booklet contains 132 references 
to literature, although relatively few are 
concerned primarily with treatment of pa- 
tients with chronic mental disorders. Leh- 
mann and Hanrahan* were the first to use 
the drug clinically in America. 


The mode of action of chlorpromazine 
seems to be more sympatholytic than para- 
sympatholytic with inhibition of some of the 
central nervous system functions.‘ Its clin- 
ical effect has been described as a “chemical 
lobotomy.” The toxicity of the drug is low. 
Side effects and complications usually con- 
sist of a tendency toward hypotension, 
drowsiness from which the patient is easily 
awakened, dryness of the mouth, pallor, 
tachyardia and palpitation, allergic skin re- 
actions, jaundice, occasional hyperthermia 
to a mild degree. The rare but serious com- 
plication of agranulocytosis has recently 
been noted. 


The dosage of drug varies with the differ- 
ent investigator and generally corresponds 
to the type of patient treated. In general, 
the less severe type of disorders are given 


From the Acute Intensive Treatment Service, Vet- 
erans Administration Hospital, St. Cloud, Minnesota. 


smaller doses and those with more severe 
chronic involvements are given larger doses. 

Clinical results in neuropsychiatric disor- 
ders usually show various types of improve- 
ment. Anton Stevens' finds that schizo- 
phrenics show a decreased reaction to delu- 
sions and hallucinations and develop a “psy- 
chic indifference.”’ Azima and Ogle*® treated 
100 non-selected patients with psychoneu- 
rotic, schizophrenic and affective disorders 
and found that 75% of the neurotic states 
improved to a moderate degree, with return 
of anxiety in 70% of the cases. Improve- 
ment occurred only in those schizophrenics 
who were tense and excited, and a moderate 
degree of improvement was noted in about 
one-half of the affective disorders. Elkes 
and Elkes® studied 27 patients with placebos 
as control. Eighteen of them showed va- 
rious degrees of improvements with a gain 
in weight. Kinross-Wright’ found consid- 
erable improvement in delirious and toxic 
states to small doses of the drug intramus- 
cularly. Manic aspects of the affective dis- 
orders showed a considerable improvement, 
but about half of the schizophrenics showed 
no substantial benefit. Winkelman” noticed 
reduction of severe anxiety, a suppression of 
the intensity of phobias and obsessions, ten- 
dency to reversal or modification of the par- 
anoid type of psychosis and improvement in 
the manic or agitated types. Hostile, senile 
psychotic patients became more manageable. 


Method and Scope 


The treatment covered the period between 
September 13, 1954 and January 9, 1955 with 
follow-up observations until March 15, 1955. 
The series consisted of 50 patients consecu- 
tively receiving treatment for the first time. 
To reduce variables, a standard regimen of 
treatment was employed to establish a base 
of references for results. Subsequently, pa- 
tients were treated according to individual 
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response, and this will be incorporated in a 
future evaluation. Patients were selected for 
treatment primarily for the relief of tension, 
agitation, or anxiety regardless of diagnos- 
tic category. 

Patients were all male; ages varied be- 
tween 24 and 68 years with a mean of 37.5; 
years of acute illness varied between 0.5 to 
35 with a mean of 9.3; years of hospitaliza- 
tion varied between 0.3 and 17 with a mean 
of 3.5; number of hospitalizations varied be- 
tween 1 and 11 with a mean of 3.3. 

The regimen consisted of 28 days of treat- 
ment. Initially, patients were observed and 
their basic behavior and mental state noted. 
Laboratory examinations included recent 
C.B.C., urinalysis, X-ray of chest, and ceph- 
alin flocculation tests. Oral medication was 
started at 50 mgms. three times a day and 
increased by 50 mgms. a day every third day 
until 300 mgms. daily were given as an aver- 
age maximum dose. This dosage was main- 
tained for about two weeks and in the final 
week patient was given 150 mgms. a day. To 
prevent undue complications or side effects, 
the patients were restricted largely to the 
ward for the first week and then subjected 
to a fairly active program involving a mod- 
erate degree of physical activity. Group and 
individual psychotherapy, where applicable, 
were given. The group was carefully ob- 
served, and frequent notes and observations 
made. Blood pressure, temperature, and 
pulse were recorded twice daily. Weight was 
taken once a week. After treatment was 
completed, evaluation was made about two 
weeks later by a board consisting of the two 
psychiatrists, the nurse, and the aide in 
charge of the program. The patients and 
records were then studied for the follow-up 
evaluation. If the patients were unable to 
take medication orally, they were given 50 
mgms, intramuscularly twice daily increas- 
ing by 50 mgms. every third day as needed 
until given four times a day. As soon as 
possible, this was substituted by the oral 
medication. Contraindications to the treat- 
ment were serious myocarditis, liver disease 
or dysfunction, and anemias. Caution was 
used in regard to the use of barbiturates, 
narcotics and anesthetics, with special no- 
tation as to coramine and metrazol, which, 
according to literature, seem to induce con- 
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vulsions. Older and more debilitated pa- 
t-ents were given the dosage more gradually 
and at lower levels. 
Findings 

The relationship of the types of improve- 
ment to the diagnosis is listed in Table I, in- 
cluding definition of the degrees of improve- 
ment. The incidence of the side effects and 
complications is noted in Table II with ref- 
erence to the type, frequency, intensity and 
duration. The difference between objective 
findings and subjective symptoms is shown 
in Table III. Follow-up findings are noted 
in Table IV and include the number of mgms. 
given per patient, and list the relapses in 
reference to the diagnosis and time occur- 
rence after treatment ended. 


TABLE I 
Results of Chlorpromazine Therapy in 


Relation to Diagnoses 
TYPES OF IMPROVEMENT 


Disorder Good Moderate Mild None Total 
Schizophrenic 4 10 15 8 37 
Affective 3 0 2 1 6 
Psychoneurotic 4) 1 0 2 6 
Senile psychosis 0 1 0 0 i 
Total 10 12 17 50 


Good—Gocd Improvement from anxiety and or psychoses. 

Moderate— Moderate improvement from anxiety and/or psy- 
chosis; usually on open ward. 

Mild—Mild improvement from anxiety and/or psychosis; 
usually on closed ward. 


TABLE II 
Side Effects Or Complications to Chlorprom- 
azine Therapy With Intensity and Dura- 


tion of Reactions. 
Side Effects or —Intensity— —Duration in— 
Complications Weeks 


Moderate 


Mild 
Severe 


FOS AY 


Drowsines 

G.I. disturbances 
Dizziness 
Diastolic BP, zero 
Dermatitis 
Dryness of mouth 
Syncope 
Hypertension 
Frequency urine 
Seizure 

Jaundice 


rR COCO OCF 


| ow 


| 
| 
| 


N 


Total 28 9 4 


*Occasionally to one week. 
+Including eight patients with more than one reaction. 
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TABLE III 
Comparison of Objective to Subjective 


Types of Improvements 
IMPROVEMENTS 


Types Objective Subjective Difference 
(objective) 
Moderate 13 + 2 
11 17 + 6 
TABLE IV 
Incidence of Relapses After Chlorpromazine 
Therapy 
RELAPSES 
—Disorders Days After Treatment Aver. 
E 
La ~ iz Z 
ti 4 a 12 6 2 3 a 6100 
Discussion 


Thirty-nine of the 50 patients showed the 
various degrees of improvement (Table I) 
although the majority appear to be in the 
moderate or mild categories. Though there 
were not enough patients for statistical eval- 
uation in the affective or psychoneurotic 
group, there appeared to be a tendency to- 
ward better improvement in these categories. 
The follow-up studies (Table IV) indicated 
a relapse in seven of the 29 improved schizo- 
phrenic, four of the six improved affective 
and in the single senile psychotic, types of 
disorder. Since 22 of the 29 patients with 
schizophrenic disorders maintained their im- 
provement, this drug seems to be fairly ef- 
fective in reduction of the tension states as- 
sociated with affective reactivity to delu- 
sions or hallucinations. Functionally, the 
number of patients receiving electrotherapy 
had been reduced from an average of about 
12 to three daily, by reason of the introduc- 
tion of this type of treatment. 

Since electrotherapy upsets so many pa- 
tients there is a greater degree of coopera- 
tion and receptivity to this treatment rather 
than electrotherapy. The advantages were 
also noted by Bower.” It is noted that several 
of the affective disorders did much better 
with electrotherapy than with chlorproma- 
zine. The side effects in this series consisted 
primarily of drowsiness to a mild degree pri- 
marily in the first week in most of the cases, 
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mild G.I. disturbances including nausea, con- 
stipation and bloating, dizziness was mild 
and transient. The one case of syncope re- 
sponded to postural treatment. Although the 
drug, in general, tends to have a hypoten- 
sive effect, one patient had persistent hyper- 
tension which was present before, during, 
and after treatment—likely as an autonomic 
response to his conflicts. It is interesting to 
note that one patient with schizophrenia de- 
veloped grand mal during treatment. His 
last course of ECT ended in August 1953. 
There was no history of seizure or convul- 
sive tendency prior to this time. EEG taken 
after the seizure occurred was within normal 
limits. The patient had no recurrence of the 
disorder and was getting no other medica- 
tion than chlorpromazine. One patient had 
mild jaundice occurring about the 15th day 
and improved spontaneously in about two 
weeks, Two patients developed allergic ur- 
ticarial dermatitis which subsided sponta- 
neously in about two weeks with symptom- 
atic medication. 

During the evaluation it was noted that 
there appeared to be some difference between 
the objective evaluation of the patient and 
his subjective symptoms. It was found that 
the patient had a tendency to have a more 
pessimistic viewpoint of the degree to which 
he had improved. (Table III.) In the mod- 
erate types of improvement two patients 
were observed to be better than they re- 
ported. Four patients were found to be bet- 
ter objectively, in the mild types of improve- 
ment, than they felt subjectively. Six pa- 
tients thought they were not any better but 
were observed to show some definite clini- 
cal improvement. The general publicity at- 
tached to the drug has indicated a consider- 
able demand, especially on the part of the 
relatives and at times of the patients, to use 
this ‘miracle drug.” It is noted that the rela- 
tives tend to have an exaggerated optimism 
to any improvement through use of this 
drug. The above comments point to a need 
for more careful evaluation of the response 
to chlorpromazine. This could be made in 
appropriate hospitals with control groups to 
help eliminate the factor of improvement 
gained by the extra attention and enthusi- 
asm which generally accompanies a new 
form of treatment. 


ig 
Be 
' ae 
i 
| 
A 
. 
wy 


262 


Summary 


1. This study includes the results obtained 
from 50 patients subjected to a trial of a 
chlorpromazine regimen from September 13, 
1954 to January 9, 1955 with a follow-up ob- 
servation until March 15, 1955. 


2. Patients were all male. Mean age of 
37.5 years, number of years of illness 9.3, 
years of hospitalization 3.5, and times of 
hospitalization 3.3. 


3. A standard regimen of treatment was 
given in order to determine the base of ther- 
apeutic response in patients largely suffering 
from chronic mental disorders. 


4. The regimen consisted of a standard 
daily dose of medication orally, with a build- 
up period from one week, maximum dosage 
of about 300 mgms. for two weeks and a 
tapering-off dose of 150 mgms. a day the 
last week. Patients were subjected to a 
well-integrated total push program under 
constant observation and checked daily for 
their physiological reactions including tem- 
perature, pulse, blood pressure. 


5. Evaluation made by a board about two 
weeks after the end of treatment. 


6. The series consisted of 37 patients with 
schizophrenic, six with affective, six with 
psychoneurotic, and one with senile psy- 
chotic disorders. 


7. Thirty-nine patients showed varying 
degrees of improvements of whom 12 re- 
lapsed in the follow-up period. 


8. Types of improvement were mostly in 
the moderate and mild categories with per- 
sistence in 22 of the 29 schizohprenic pa- 
tients. 


9. Complications were mild and not dis- 
abling, consisting mostly of drowsiness, G.I. 
disturbances and dizziness of a mild nature. 
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Conclusions 


1. Chlorpromazine appears to be a safe 
drug in treatment of neuropsychiatric dis- 
orders and seems to be of value in relieving 
reactive tension states regardless of diag- 
nostic category. 

2. Side effects and complications are usu- 
ally mild and not serious. 


Authors’ Note: Chlorpromazine used in this study 
was supplied by Smith, Kline and French Labora- 
tories under the trade name of Thorazine. 
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Evaluation of Transorbital Lobotomy With a 


Control Group 


SAM A. HOERSTER, JR., M.D. 
E. GARTLY JACO, PH.D. 


In contrast to prefrontal lobotomy,?*?:!°™ 
controlled studies of the effects of transorbi- 
tal lobotomy have been sparse.*:*:*° Sytem- 
atic efforts to measure its results and to 
evaluate this form of psychosurgery on a 
long-range follow-up basis have not been re- 
ported. One consequence has been the lack 
of reliable and valid evidence to compare 
transorbital lobotomy with other modes of 
treatment of a similar group of psychiatric 
cases. 

This is a report on the outcome of trans- 
orbital lobotomy upon a group of psychotic 
patients compared with a matched group of 
control patients receiving typical somatic 
treatment, such as EST and ICT, and fol- 
lowed-up one and a half years after treat- 
ment. Later reports following-up these pa- 
tients for longer periods are planned. 

In addition to clinical impressions, meas- 
urements were made in the hospital before 
and after treatment by the Malamud-Sands' 
and Wittenborn” rating scales, and a psy- 
chometric battery composed of the Wechs- 
ler-Bellevue I. Q., Rorschach, and Bender- 
Gestalt tests. Before and after returning 
home from the hospital, a social history, in- 
cluding a formalized check-list of items, and 
the Wittenborn rating scale of the patient’s 
behavior at home were obtained by social 
caseworkers, 

Patients receiving transorbital lobotomy 
had previously failed to respond to other 
modes of therapy. Permission from the pa- 
tient and responsible relatives or guardians 
was obtained before psychosurgery was per- 
formed. At the same time, the responsible 
relatives were made aware of the possibility 
of the patient being released from the hos- 
pital soon after the operation and were urged 
to prepare for this eventuality. A total of 


From Austin State Hsopital, Austin, and Univer- 
sity of Texas Medical Branch, Galveston. 


79 candidates for psychosurgery were accu- 
mulated in 1953 at one state hospital, stop- . 
ping at this point to remain within the ca- 
pacity of the staff to properly study them. 
As a result of a previous statistical analysis 
of a large number of patients lobotomized 
earlier,* five major factors were designated 
as significant on which the control cases 
were to be matched: diagnosis, sex, race, 
age and length of hospitalization. (Although 
age was not found to be a statistically sig- 
nificant prognostic factor in a prior study, 
this variable was nevertheless included to 
allow stricter control on possible interven- 
ing factors affecting outcome of treatment.) 

Of this lobotomized group, 39 in-patients 
in another state hospital located in a differ- 
ent part of the state were matched on these 
five factors within the following limits: 


1. Age: No greater difference than 9 years. 

2. Sex: Identical. 

3. Race (Color): Patients of the major ethnic 
groups, Anglo-American, Spanish-American), 
and Negro, were matched. 

4. Diagnosis: Precisely matched, according to 
current A.P.A. nosology. 

5. Duration of hospitalization: No greater differ- 
ence than 9 months. 


For purposes of the present analysis, the 
original two groups totaling 78 study-pa- 
tients were reduced to 42, eliminating those 
pairs of cases where any of the measurement 
data was not obtained on either one of the 
pairs. Some of the lobotomized patients were 
released from the hospital before all of the 
rating scales and psychometric tests could 
be made (e.g., on weekends when the study- 
staff were not present or turn-over of ward 
personnel). Other problems of communica- 
tion and coordination of compilation of the 
data in the two large hospitals caused a few 
omissions in certain parts of the data. To 
what precise extent our data are biased be- 
cause of these factors, cannot be determined. 
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Confining the results to the characteristics 
of the group of patients studied, however, 
should make inferences from these data rea- 
sonably reliable. 


The average age of both the lobotomized 
and control groups of patients reported 
herein was 40 years. Each group contained 
20 females and 1 male, of which 19 were 
white and 2 Negro. The diagnostic cate- 
gories included 19 schizophrenics, divided 
into 10 paranoid, 5 hebephrenic, 2 catatonic 
and 1 mixed, and 3 manic-depressive psy- 
chotics—2 depressed and 1 manic. Average 
length of hospitalization for the psychosur- 
gical group was 7 years and 5 months prior 
to treatment, while 7 years and 4 months 
was the average for the control patients. 
Consequently, these five characteristics are 
highly similar for both study-groups. 


The five matched characteristics of the 
paired lobotomized and control patients are 
listed below in Table 1: 
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Results 

Evaluation of the outcome of transorbital 
lobotomy was based upon four major cri- 
teria: clinical impressions, Malamud psy- 
chiatric rating scales, Wittenborn rating 
scales, and release from the hospital. The 
data from the psychometric battery were in- 
sufficient to permit a valid statistical analy- 
sis for these groups of subjects. 


Clinical Impressions: 

Initial evaluations of the subjects’ mental 
status were made from five days to a month 
following psychosurgery. Evaluations were 
the consensus of the neurosurgeon, ward 
physicians, nurses, and attendants. Of the 
21 matched lobotomy patients, 48 per cent 
were regarded as improved and parolable, 43 
per cent improved but unparolable, 9 per 
cent unimproved, and none as worse. One 
year later, the clinical impression did not 
differ significantly, with 52 per cent evalu- 
ated as improved, 43 per cent as unimproved, 


TABLE 1 


Matched Characteristics of Transorbital Lobotomy and Control Patients 


Transorbital Lobotomy Cases: 


2 
=3 

< S mi 
62 F Ww Manic-Dep., 6 years 4 mos. 

Dep. Type 
33 =F Ww Schiz-Par. 1 year 3 mos. 
52 sF Ww Schiz.-Par. 19 years 
40 F WV Schiz.-Catat. 16 years 
34 Schiz.-Heb. 12 years 6 mos. 
39 F Ww Schiz.-Heb. 8 years 
49 F Ww Schiz.-Heb. 16 years 3 mos. 
48 F Ww Schiz.-Par. 6 years 2 mos. 
39 =F W Manic-Dep., 7 years 8 mos 

Dep. Type 
33 OF Ww Schiz.-Catat. 5 years 7 mos. 
27 #F Ww Schiz.-Par. 1 year 2 mos. 
43 F Ww Schiz.-Par. 8 years 10 mos 
33 OF NW  Schiz.-Par. 2 years 9 mos. 
Ww Schiz.-Par. 3 years 
32 F Ww Schiz.-Heb. 13 years 3 mos. 
48 F Ww Schiz.-Par. 4 years 10 mos. 
49 F Ww Manic-Dep., 9 years 

Manic Type 
39 M W Schiz.-Par. 10 mos. 
36 =F Ww Schiz.-Par. 3 years 1 mo 
22 F Ww Schiz.-Mixed 2 years 2 mos 
25 F Ww Schiz.-Heb. 7 years 3 mos. 


Control Cases: 


4 
=3 

6 a 
o38. CO Ww Manic-Dep., 6 years 5 mos. 

Dep. Type 
35 =F Ww Schiz.-Par. 1 year 4 mos. 
52 =F Ww Schiz.-Par. 18 years 7 mos. 
Schiz.-Catat. 15 years 10 mos. 
43 NW Schiz.-Heb. 11 years 9 mos. 
34 =F Ww Schiz.-Heb. 7 years 9 mos. 
47 F WwW Schiz.-Heb. 16 years 
47 F Ww Schiz.-Par. 6 years 2 mos. 
33 OF Ww Manic-Dep., 7 years 8 mos. 

Dep. Type 
42 F Ww Schiz.-Catat. 5 years 10 mos. 
25 -F Ww Schiz.-Par. 1 year 2 mos. 
44 F WwW Schiz.-Par. 9 years 3 mos. 
33 OF NW  Schiz.-Par. 2 years 6 mos. 
50 F W Schiz.-Par. 2 years 10 mos. | 
35 F Ww Schiz.-Heb. 13 years 9 mos. 
o4. =F Ww Schiz.-Par. 4 years 10 mos. 
ov OF Ww Manic-Dep., 9 years 5 mos. 

Manic Type 
35 M WwW Schiz.-Par. 7 mos. 
38 F Ww Schiz.-Par. 3 years 
22 oF Ww Schiz.-Mixed 2 years 2 mos. 
29 F W Schiz.-Heb. 7 years 2 mos. 
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and 5 per cent as worse. Considering that 
the average length of hospitalization for 
these patients was over seven years, and 
that other therapies had failed, this seems 
to indicate significant improvement in terms 
of clinical impression. 


Malamud-Sands Psychiatric Rating Scale 


The Malamud-Sands scale is composed of 
22 functions, including mental as well as be- 
havioral aspects of psychopathology. The 
ratings were made several days prior to 
treatment and from five days to two weeks 
after psychosurgery, representing a consen- 
sus of ward physicians, nurses and attend- 
ants. While ratings at longer intervals 
would have been desirable, the needs of the 
patients in getting them out of the hospital 
were given priority, preventing more ratings 
being made. This scale is constructed in 
terms of a pre-psychotic ‘“‘baseline” and de- 
viations therefrom in an outwardly and in- 
wardly direction along six-point continuua. 
Since a variety of personnel from the two 
hospitals made the evaluations, the criteria 
for improvement for each function of the 
scale was established in gross form and em- 
pirically defined as follows: Improvement 
was scored when a pathological-rating on 
the pre-treatment evaluation returned to a 
baseline-rating on the post-treatment ap- 
praisal; Unimprovement was counted when 
a post-treatment rating remained on the 
same side of the baseline, or moved from one 
side of the baseline to the other; Worse was 
tabulated when a post-treatment rating 
moved out from a pre-treatment baseline 
rating. Those functions having a baseline 
rating before and after treatment were ex- 
cluded as irrelevant for the purpose of this 
study. Chi-square tests of significance be- 
tween the lobotomy and control groups for 
each of the scale-functions were computed, 
using Yates’ correction for continuity. The 
degree of significant difference was then 
tested by corrected contingency coefficients. 


Significant improvement in the lobotom- 
ized group over the matched control subjects 
was found in half of the 22 functions of this 
scale. In order of importance, significant 
improvement for the transorbital lobotomy 
patients was found in: insight, attention, 
thought processes, affect, perception, associ- 
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ations, work, socialization, awareness, sub- 
jective reorganization, and memory (Table 
2). No difference between the two groups 
was found for the functions of feeling, mood, 
speech, sleep, sexual behavior, eating habits, 
hostility reactions, responsivity, mimetic ex- 
pression, motor activity, and appearance. It 
is of interest to note that differences in gross 
improvement between the two groups of 
cases occurred more in the psychiatric, men- 
tal functions and less in the behavioral com- 
ponents of the rating scale. Apparently ei- 
ther transorbital lobotomy affected the men- 
tal processes of these patients more than the 
behavioral functions, or the Malamud rat- 
ing scale more sensitively measured these 
changes than the more over action-compo- 
nents of the patients in the wards. Figure 1 


TABLE 2 
Gross Improvement in Eleven Psychiatric 
Functions Found Significantly Different 
Between Transorbital Lobotomy and Con- 
trol Patients.* 


Function Group Improved Unimproved Totals 
N N N % 
Insight a Lobotomy 17 81 4 19 21 50 


Control 3 14 18 8&6 21 Se 
Lobotomy 14 67 6 oe 21 50 
Control i 5 20 


Attention b 


Thought Lobotomy 19 53 9 47 19 50 
Processes ¢ Control 0 oO 10100 19 50 
Affect d Lobotomy 10 59 7 41 50 


Control 1 6 16 94 17 5SO 
Lobotomy 11 61 7 39 18 50 
Control 2 11 16 89 18 50 
Lobotomy 10 53 9 47 19 50 
Control 2 11 17 8 19 50 
Lobotomy 14 67 7 33 21 50 
Control 5 24 16 76 21 50 
Socializationh Lobotomy 11 55 9 45 20 50 
Control 3 15 17 8 20 50 
Lobotomy 10 48 11 52 21 50 
Control 2 10 19 90 21 50 
SubjectiveRe- Lobotomy 8 42 11 58 19 50 
organizationj Control 1 5 18 95 19 50 
Memory k Lobotomy 13 62 8 38 21 50 

Control 210 19 & 


Perception e 
Association f 


Work 


Awareness i 


a Chi-square=—16.12; p<.001; C=.74 
b Chi-square=—14.94; p<.001; C=.72 
Chi-square—11.00; p<.001; C—.67 
d Chi-square=8.60; p<.01; C—.64 
e Chi-square=—7.70; p<.01; C=.59 
f Chi-square—5.96; p<.02; C=—.52 
g Chi-square—6.14; p<.02; C=.51 
h Chi-square—5.38; p<.05; C=.49 
i Chi-square—5.72; p<.02; C=.49 

j Chi-square—5.24; p<.05; C=.49 
k Chi-square—5.18; p<.05; C=—.47 
* Yates’ correction for continuity was used in all chi- 

square computations. 
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ZA-POST-TREATMENT RATINGS . 
LOBOTOMY GROUP 


C—CONTROL GROUP 
Fig. 1 


shows the average rating scores before and 
after treatment for the lobotomized and con- 
trol groups for the eleven significantly dif- 
ferent functions. An analysis of each of 
these functions in the order of their degree 
of significance between the transorbital lob- 
otomy and control groups of patients fol- 
lows: 

Insight: The majority of both psychosur- 
gical and control patients exhibited more of 
what Malamud termed “centrifugal,” or out- 
wardly directed activities and orientations, 
of this function than ‘centripetal’ pathol- 
ogy, a withdrawing from contact with the 
outside and a turning inward of actions and 
orientations.’ The majority of the patients 
prior to lobotomy negated their problems or 


Average 
Scores 
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held others to blame for their mental difficul- 
ties. This condition was somewhat more ex- 
treme for the control patients. After psycho- 
surgery, these patients exhibited no in- 
wardly oriented pathology and a striking re- 
duction in the outwardly directed pathologi- 
cal insight. Little alteration in this func- 
tion occurred for the control group. Figure 2 
illustrates the pre- and post-treatment rat- 
ings of the lobotomized and control patients. 

Attention: For both the psychosurgical 
and control groups, this function was gen- 
erally more inwardly than outwardly di- 
rected. Attention was mostly disparative 
and completely withdrawn, this being some- 
what more marked for the control than for 
the lobotomy cases. Figure 3 shows that a re- 
duction in both inwardly and outwardly di- 
rected attention occurred for the lobotom- 
ized group while the little change that took 
place in this function for the control pa- 
tients was a slight increase in outwardly di- 
rected (more distractible) attention. 

Thought Processes: Before transorbital 
lobotomy, these cases showed more frag- 
mented and paralogical and alogical thought 
processes than obsessive doubt and _ hair- 
splitting, and rationalizing, although a third 
exhibited the latter orientation. Both sides 
of the baseline were considerably affected 
after transorbital lobotomy, showing a sig- 
nificant reduction in both extremes. The con- 
trol patients also exhibited more outwardly 
than inwardly oriented thought processes, 
showing little or no change in the post-treat- 
ment rating period. These results are de- 
picted in Figure 4. 

Affect: Prior to treatment, both the trans- 
orbital lobotomy and control group showed 
more inwardly than outwardly directed pa- 
thology in this function, affect being more 
flat (rigid), bland and inadequate than labile 
and explosive. The post-treatment ratings 
indicated a significant reduction in patho- 
logical affect for the psychosurgical group, 
while little alteration in this function oc- 
curred for the control cases, as shown in 
Figure 5. 

Perception: Pre-treatment ratings of the 
transorbital lobotomy patients were about 
equally divided in outwardly and inwardly 
directed perceptions while the control group 
was markedly outwardly hallucinating. Post- 
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treatment ratings of the psychosurgical 
group revealed a significant reduction in 
both pathological extremes, with more re- 
duction in the outward direction than in- 


ward. Little change occurred in post-treat- 
ment ratings for the control subjects (Fig- 


Associations: This function was rated to 
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be more centripetal than centrifugal for both 
the lobotomy and control groups prior to 
treatment, the extent of the pathology iden- 
tical. Post-treatment ratings for the psy- 
chosurgical patients indicated a greater re- 
duction in the inwardly directed pathology 
with little change in the outwardly oriented 
associations. A slight increase in inwardly 
directed pathology was noticed for the con- 
trol cases (Figure 7). 


Work: Work for both the lobotomy and 
control patients was more sporadic-ineffec- 
tive and resistant than scattered, disorgan- 
ized, and over-active before treatment. The 
ratings after treatment indicated a signifi- 
cant reduction in pathological extremes on 
both sides of the baseline for the transorbi- 
tal lobotomy cases, while the control group 
demonstrated little or no change (Figure 8). 

Socialization: The degree of pathology of 
this function was less for the psychosurgical 
group than for the control cases prior to 
treatment, although the direction was sim- 
ilar. Both groups indicated more isolated 
and shut-in social behavior on the hospital 
wards prior to treatment than out-reaching 
and meddlesome socialization. Post-treat- 
ment ratings indicated little change for the 
control group, while the lobotomized pa- 
tients showed significant improvement in 
this function (Figure 9). 


Awareness: The extent of pathology in 
this function was greater for the psychosur- 
gical group before treatment than for the 
control cases. However, the direction of 
pathology was opposite for the two groups. 
Awareness for the lobotomy group was more 
cloudy (disoriented) and perplexed than 
splitting and confused before treatment 
while the opposite ratings were assessed to 
the contro] subjects. Following treatment, 
the ratings indicated more reduction in in- 
wardly than outwardly directed awareness 
for the transorbital lobotomy patients while 
the control cases increased their pathologi- 
cal ratings more toward an inward direction 
(Figure 10). 


Subjective Reorganization: Ratings made 
prior to treatment indicated a slightly more 
outwardly than inwardly directed pathology 
for the lobotomy group while the control pa- 
tients indicated considerably more ideas of 
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persecution and cosmic delusions (omnipo- 
tence) than somatic delusions. The degree 
of pathology was also greater for the control 
than for the lobotomy subjects. Post-treat- 
ment ratings indicated significant reduction 
in both types of pathology for the lobotomy 
cases while little alteration in the ratings 
occurred for the control group (Figure 11). 

Memory: The extent of pathology of this 
function was very similar for both the 
groups before treatment, while the ratings 
following treatment indicated significant im- 
provement for the lobotomy group and an 
increase in degree of pathology for the con- 
trol cases. Pre-treatment ratings showed 
both study-groups to be more inwardly than 
outwardly oriented in memory. Post-treat- 
ment ratings indicated more reduction in 
inward than outward pathological memory 
functioning for the psychosurgical group, 
while the control patients showed an in- 
crease in inwardly-oriented memory pathol- 
ogy (Figure 12). 

In summary, the results of transorbital 
lobotomy as indicated by the Malamud- 
Sands rating scale showed significant im- 
provement in 11 of the 22 functions compris- 
ing this scale. While the lobotomy and con- 
trol groups showed extreme pathology in 
both an inwardly and outwardly direction 
in all of the 11 significant functions prior to 
treatment, the psychosurgical cases exhib- 
ited more centripetal than centrifugal pa- 
thology than the control patients. No change 
in the direction of pathology occurred for 
the control group after treatment, while the 
transorbital lobotomy group showed a small 
decrease in inwardly directed functioning 
following psychosurgery (Table 3). These 
ratings were made independently by staff 
presonnel in two separate hospitals. Since 
only gross improvement, as indicated by a 
shift in a pathological rating to the baseline 
following treatment, was considered in the 
statistical analysis herein, we feel that this 
rating scale is a reasonably reliable indicator 
of the results of treatment. Consequently, 
the conclusion seems warranted that signifi- 
cant immediate improvement occurred in 
the transorbital lobotomy group more in cer- 
tain mental functioning than behavior on 
the wards in contrast to a matched group re- 
ceiving EST and ICT. 


= 
> 


1957 


Wittenborn Rating Scale 


This scale is composed of 55 items of be- 
havior of the patient. These items have been 
factored into nine clusters or sub-scales: 
anxiety, conversion hysteria, manic, de- 
pressed, schizoid excitement, paranoid schiz- 
ophrenia, paranoid condition, hebephrenic 
schizophrenia, and phobic compulsive. Stand- 
ard scores ranging from one to ten have 
been computed for each of these sub-scales. 
This scale was administered before and after 
treatment to both the experimental and con- 
trol subjects. In addition, this scale was ad- 
ministered by social caseworkers, familiar 
with the terminology used in the scale, in 
the homes of the patients before and after 
release from the hospital following treat- 
ment. Hospital ratings comprised the con- 
sensus of ward physicians, nurses and at- 
tendants while the caseworker sought the 
consensus of family members before making 
final judgment. Improvement was scored 
when a decrease in standard scores for each 
of the sub-scales occurred following treat- 
ment. However, no significant differences 
in any of the nine clusters was found be- 
tween the psychosurgical and control pa- 
tients after treatment. Neither was any sig- 
nificant difference found in the home-ratings 
before and after release from the hospital 
for those returning home during the 18- 
month follow-up study period. 

Since the scale is concerned essentially 
with behavioral ratings, lack of significant 
findings between the two study-groups is 
consistent with the failure to find differences 
in most of the behaviorial functions of the 
Malamud-Sands scale. Apparently, either be- 
havior of patients is not significantly af- 
fected by transorbital lobotomy or both rat- 
ing scales are ineffective in determining any 
differences. We prefer the former explana- 
tion, since we are convinced that both rat- 
ing scales, employed even in gross form, 
should be able to detect significant differ- 
ences in the behavior of patients in both 
groups. 


Release from Hospital 
The rate of release from hospital is not 
always a reliable and valid index of the suc- 
cess or failure of treatment, since it reflects 
more of therapeutic and pathogenic elements 
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in the patients’ social situation than psy- 
chiatric status. Nevertheless, part of the 
complex of factors affecting release from 
hospital is the capacity of the patient to live 
outside. Among the factors involved in eval- 
uating successful outcome of any treatment 
should be its influence on the patient’s ca- 
pacity to live outside of the hospital in ad- 
dition to removing psychiatric disturbance. 
Lobotomy in general, and prefrontal in par- 
ticular, has been criticized mostly for the 
risk it seemingly increases in depriving the 
patient of cerebral resources needed to sur- 
vive in human society independently. Con- 
sequently, the effect of transorbital lobo- 
tomy upon the rate of release from hospital 
and to remain out was considered an impor- 
tant aspect of evaluating this mode of treat- 
ment. 

Three-fourths of the lobotomized patients 
were released from hospital shortly after 
psychosurgery, while none of the matched 
control cases were released. A follow-up 
check 18 months later showed that 43 per 
cent were out of the hospital (19 per cent 
remaining out since their lobotomy, 24 per 
cent had been in earlier) ; 33 per cent were 
now in, but had been out during the year and 
a half period; and 24 per cent had never 
left the hospital. Two of the lobotomy pa- 
tients had expired during this time, one 
year after psychosurgery outside of the hos- 
pital and the other 8 months after the op- 
eration in the hospital, both from causes 
other than due to psychosurgery. None of 
the contro] patients were released from hos- 
pital during this 18-month follow-up study 
period. Thus, a highly significant differ- 
ence in release from hospital was obtained 
between the lobotomy and control cases, 
showing significantly more lobotomized pa- 
tients leaving the hospital than the control 
subjects. (These results are presented in 
Table 3.) 

This finding can be interpreted in at least 
three possible ways: 1. Transorbital lobo- 
tomy for these groups of patients improves 
the capacity to live outside of the hospital 
better than EST and ICT; 2. The adminis- 
tering of psychosurgery and stimulating new 
interest in the relatives and in psychotic pa- 
tients who have been hospitalized for a long 
time improves the social climate for such 
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TABLE 3 


Differential Release From Hospital of Trans- 
orbital Lobotomy and Control Patients 


18 MONTHS AFTER TREATMENT: 
Patient-Group: In Hospital: Out of Hosp.: Total: 
N N %&% N &%&% 


12 57 9 43 21 50 
21100 0 0 21 50 


Lobotomy Group* 
Control Group 


= 
= = 4 
= 
i 8 3 § 
= 6 = 6 

TRANSORBITAL LOBOTOMY AFTER 18 MONTHS: 

N % N % N % N % 
5 24 ‘ oo 5 24 4 19 


*Chi-square—9.06; p<.01; C=.60 (Yates correction used). 


patients who may eventually be released 
from hospital and enables them to remain 
outside; 3. Renewed hope for these patients 
when they agree to the performance of the 
operation may induce a more permissive and 
custodial environment among family-mem- 
bers of the patient and take more positive 
action in helping the patient live in the 
home. Whether transorbital lobotomy im- 
proved the patients’ social adaptability or 
stimulated the family of the patient to pro- 
vide more therapeutic living conditions 
should he be released from hospital is still 
inconclusive. Nevertheless, in either case 
the patients administered this form of lobo- 
tomy were better able to leave and remain 
out of the hospital than a similar group of 
patients receiving other modes of therapy. 
Although beyond the scope of this paper, a 
more intensive analysis of the adjustment 
of these patients in the extra-hospital world 
is being conducted. 


Summary and Conclusions 

Two groups of psychotic patients in two 
different state hospitals were studied before 
and after treatment, and followed-up in and 
out of hospital for eighteen months. A group 
of 21 patients given transorbital lobotomy 
were matched on age, sex, color, diagnosis, 
and length of hospitalization with a group 
receiving EST and ICT in another state’s hos- 
pital. Evaluation of both groups before and 
after treatment was made in terms of clini- 
cal impression, Malamud-Sands psychiatric 
rating scale, Wittenborn rating scale, and re- 
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lease from hospital. Significantly more im- 
provement was found for the lobotomized 
group than for the control group in clinical 
impression, in eleven functions of the Mala- 
mud-Sands scale: insight, attention, thought 
processes, affect, perception, association, 
work, socialization, awareness, subjective re- 
organization, and memory, and in the 
amount of release from and remaining out 
of the hospital 18 months following psycho- 
surgery. No significant differences were 
found in gross improvement for most of the 
behavioral functions of the Malamud-Sands 
scale (feeling, speech, sleep, sexual beha- 
vior, eating habits, hostility reactions, re- 
sponsivity, mimetic expression motor activ- 
ity, mood, and appearance), nor in the nine 
sub-scales of the Wittenborn scale (anxiety, 
conversion hysteria, manic, depressed, schiz. 
excitement, paranoid condition, paranoid 
schizophrenia, hebephrenic schizophrenia, 
and phobic-compulsion) between the _ lobo- 
tomy and non-lobotomized cases. 

In terms of the measurements and indices 
used in this study, transorbital lobotomy was 
significantly more effective in relieving psy- 
chiatric disturbances and in enabling ‘“‘back- 
ward” psychotic patients in a state hospital 
to be released from hospital than patients in 
a Similar psychotic state receiving other so- 
matic forms of treatment. In view of the 
poor prognosis of these patients and their 
long length of hospitalization, these results 
seem especially remarkable in favor of this 
mode of treatment for psychotic patients 
who are refractory to typical somatic thera- 
pies. 


Acknowledgments are due Richard Neel of Rusk 
State Hospital and Joe Pearce of Austin State Hos- 
pital as well as the staffs of these two state hospi- 
tals for their assistance and cooperation in compil- 
ing the data. 
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Subconvulsive Electrotherapy in Mental Disorders 


DAVID M. OLKON, M.D. 


Electroconvulsive therapy is now recog- 
nized as a definite mode of treatment for 
many types of mental disorders. Since the 
physiological criteria which quiet the bi- 
zarre mental uproars are not yet fully un- 
derstood due to the meagerness of knowledge 
pertaining to electrotherapy, a variety of 
procedures have arisen, and many electrical 
instruments have been introduced. Each 
manufacturer claims superiority for his par- 
ticular machine. It is not definitely known, 
however, whether one machine stimulates 
or excites the brain better than another ma- 
chine. In fact, there is no definite data on 
the specific brain mechanism whereby the 
amnesia, sleep and quietness are produced. 
Moreover, the longer one uses this form of 
therapy, the less convinced he becomes that 
even a convulsion is at all necessary for 
therapeutic results. My own experience, us- 
ing mostly subconvulsive stimulation, has 
resulted in quieting the patient without the 
inherent and undesirable effects encountered 
in a convulsion, e.g. dislocations, fractures, 
excessive muscular contractions, lasting am- 
nesia, etc. 

In subconvulsive electrotherapy one aspect 
seems essential; namely, daily administra- 
tion of electrical reaction for beneficial re- 
sults. For subconvulsive treatment, only a 
70 to 80 M.V. for 0.2 of a second are neces- 
sary. This produces mild muscular tension 


From Los Angeles (Cal.) Neurological Institute. 


without giving rise to a convulsion. The pa- 
tient soon regains wakefulness, is quieted 
without appreciable amnesia or any other 
side effects. In greatly disturbed patients, 
repetition of induction of the same current 
is necessary from 2 to 3 times within a few 
minutes when the patient usually quiets 
down. 

Generally, I do not use intravenous seda- 
tion prior to the electrotherapy because of 
the possibility of apnea and therefore an- 
oxia. The slight anxiety the patient may ex- 
perience is not compensated for by the met- 
abolic disorder it produces. In gravely and 
violently disturbed patients, intravenous se- 
dation may have to be used. 

Patients treated subconvulsiveiy included 
the cyclothymias; namely, manic, manic de- 
pressive, presenile and senile melancholia, a 
variety of anxiety states and schizophrenia 
with behavioral disturbances. All of these 
were treated at the Los Angeles Neurological 
Institute. The greater number were given 
daily subconvulsive electrotreatments with- 
out intravenous sedation to obviate apnea 
and anoxia. The greatest number of these 
patients made as satisfactorily a recovery 
as those with convulsion. 

The subconvulsive electrotherapy described 
here is not new. The purpose of these re- 
marks is to encourage its trial by others, 
for greater ease of procedure and lesser haz- 
ard to the patient. 
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Interest in the reactivity and particularly 
the presence or lack of autonomic responses 
in schizophrenia and different schizophrenic 
groups has waxed and waned in psychiatry. 
Some workers, however, have shown a con- 
sistent interest. Recent pharmacological de- 
velopment has again created a general inter- 
est in the neurophysiological activity of emo- 
tionally sick people. 

Many have noted that certain schizo- 
phrenic patients do not show good periph- 
eral autonomic responses clinically or exper- 
imentally.'** It had also been demonstrated 
by Grinker and Serota* (1940) that schizo- 
phrenic patients also showed a lack of elec- 
troencephalographic responsiveness to in- 
jected adrenalin when compared to a group 
of normals and neurotics. Others*‘ reported 
that clinical symptoms could be activated by 
intravenously administered adrenalin. At 
the time of these studies there was avail- 
able only adrenalin containing both epineph- 
rine and nor-epinephrine, these agents hav- 
ing no tthen been separated. More recently 
Dell, Bonvallet and Hiebel® showed in ex- 
perimental animals that a small section of 
the reticular system is responsive to l-nor- 
epinephrine and that this area in animals re- 
sponds to intravenous injection of the sub- 
stance with arousal responses as shown by 
electroencephalographic tracing. Work by 
Diethelm and others‘ indicated that adrener- 
gic substances occur in the blood of subjects 
under the emotional reactions of anxiety. In 
an effort to determine whether this sub- 
stance was epinephrine or nor-epinephrine, 
Fleetwood,’ by careful pharmacological ex- 
periment, demonstrated a substance in the 
blood of patients with anxiety reactions to 
be nor-epinephrine and not epinephrine-like. 

The need to extend studies to other groups 
and to reevaluate the work done with the 
earlier adrnealin but now with the separate 
adrenergic agents seemed apparent. In this 
study patients with simple, hebephrenic or 
undifferentiated forms of schizophrenia, nor- 


From the Psychiatric Service, Veterans Admin- 
istration Hospital, Durham, North Carolina, and the 
Department of Psychiatry, Duke University School 
of Medicine. 
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Humoral Arousal Responses in Mental Disease 
WILLIAM P. WILSON, M.D., and JOSEPH B. PARKER, JR., M.D. 


mals and neurotics were studied using 1-nor- 
epinephrine in an attempt to determine the 
presence or absence of the arousal response 
in these groups. Blood pressure responses 
were also recorded in an attempt to corre- 
late the central and peripheral responses. 
Subject Material and Clinical Data: 

The subjects studied consisted of 31 nor- 
motensive patients. These were divided into 
two groups; those who had no symptoms of 
schizophrenia and those subjects with a di- 
agnosis of schizophrenia of either hebe- 
phrenic simple or undifferentiated type. The 
“normal group” consisted of 4 students and 
9 patients from the psychiatric service of 
the Veterans Administration Hospital, Dur- 
ham, N.C. The patient group complained of 
and were observed to have psychoneurotic 
illnesses characterized by chronic symptoms 
of anxiety and, to a lesser extent, manifesta- 
tions of depression. The 18 schizophrenic 
patients were obtained from the psychiatric 
service of the V. A. Hospitals in Durham 
and Salisbury, N. C. Only those schizo- 
phrenic patients who showed (1) marked 
disturbance of affect with relative lack of 
affective responses, (2) disturbances in as- 
sociation, and (3) lack of paranoid ideation 
were included in the series. A history in- 
dicative of progressive behavioral and idea- 
tional disorganization was present in all 
cases. These criteria were used to select 
those patients who it was anticipated would 
most likely show poor autonomic responses. 
No patient had received somatic therapy 
within two years preceding this study. Some 
patients had never received any somatic 
therapy. None were on tranquilizing drugs; 
one had had a small dose of reserpine 28 
days previously. 


Clinical Data: 

The mean age of the normal group was 33 
years with a range of 21 to 40. The mean 
age of the schizophrenic group was 34 years 
with a range of 22 to 60 years. The mean 
duration of illness of the group of patients 
with anxiety symptoms was four years with 
a range of six months to 11 years. The mean 
duration of illness for those subjects with 
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schizophrenia was 11 years with a range of 
nine months to 36 years. Only one of this 
latter group had been sick less than two 
years. 


Method: 

Electroencephalograms were obtained with 
silver-silver chloride electrodes applied to 
frontal, central, parietal, occipital, temporal 
and vertex regions using collodion or bento- 
nite paste. 

The l-nor-epinephrine used in the study 
was commercially available Levophed® and 
was mixed with normal saline to a dilution 
of 32 mce per cc. Eighteen to 32 mce was 
then injected into the medical antibrachial 
cutaneous vein over a period of five seconds. 
The termination of the injection was marked 
on the EEG recording. Blood pressures were 
obtained by the cuff and auscultatory 
method with the arm and heart level. Rest- 
ing blood pressures were taken until this 
had stabilized and each 15 seconds after the 
termination of the injection. These blood 
pressures as well were recorded on the EEG 
tracing. The mean arterial pressure was 
then calculated from these values. 


Results: 
In analyzing the EEG’s the following cri- 
teria were used to establish the presence of 


arousal: 

1. No response was used unless this occurred be- 
tween 20 and 30 seconds following the injection 
of the drug. i 

2. The response must be characterized by a 50% 
to 75% reduction in voltage of the record with 
a clear increase in the frequency. The responses 
obtained had to be similar to those obtained to 
single light flashes of sound stimuli during a con- 
trol period. 

The occurrence of arousal in the normal 
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and neurotic group (figure 1) when com- 
pared with the schizophrenic group (figure 
2) was significantly greater. Nine of the 
primary group showed arousal, whereas only 
four of the schizophrenics showed any evi- 
dence of a change in the record. There was 
also a significant difference in the duration 
of the response. The duration in the normal 
and neurotic group was 3.8 seconds and only 
1.5 seconds in the schizophrenics. Figure 1 
shows arousal, characteristic of the neurotic 
as occurring in about 23 seconds. This is 
particularly clear in lead C, - P,, C,-P; and 
P,-O,. Figure 2, in contrast, shows the lack 
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Fig. 2 


of arousal that is characteristic of the schiz- 
ophrenic group. 
Blood Pressure Responses: 


The mean arterial blood pressures in the 
two groups showed no significant differ- 
ences. 


Clinical Observations Following 
Injection of Nor-epinephrine: 


Following the introduction of the needle 
brief arousal was observed. After the rec- 
ord had stabilized the injection was made. 
This was followed in 10 to 15 seconds by a 
respiratory gasp — one to two seconds 
elapsed and arousal was then observed ac- 
companied by a subjective feeling of anx- 
iety in some of the normals and patients 
with anxiety neuroses. Next there occurred 
a blood pressure response accompanied by 
a pounding headache and occasionally by a 
subjective feeling of throbbing in the ex- 
tremities. None of the schizophrenic group 
complained of subjective feelings of anxiety. 
Some patients in the schizophrenic group 
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felt that they could breathe better after the 
injection. 


Discussion: 


The report of Grinker and Serota* demon- 
strating difference in arousal responses in 
normals and in schizophrenics to circulating 
adrenalin is confirmed in part by this study. 
Although our technique was varied mark- 
edly from thae used by Grinker, it seems fair 
to state that there appears a decided insen- 
sitivity of central activity to the humoral 
agent l-nor-epinephrine in schizophrenia, 
The mechanism by which this phenomena 
occurs is not clear. Bonvallet, Dell and Hie- 
bel’ felt that the responses seen in animals 
were due to the effect of the agent on the 
reticular system, but Nakao et al.* in a re- 
cent report have demonstrated a similar re- 
sponse originating in the carotid sinus, me- 
diated htrough the reticular system. 

In some recent work’ micro injection of 
l-nor-epinephrine by another worker into a 
very small portion of the reticular region 
has resulted in cortical arousal similar to 
that seen with intravenous injection into the 
same animal. This response also occurred 
on occasion following the injection of neu- 
tral substances into the same area. This 
work would indicate the possibility of an 
entirely central mechanism being respon- 
sible for cortical arousal. However, since 
this issue has still not been clarified, it may 
be said that a lack of central responsiveness 
as seen in the schizophrenic is further indi- 
caiton that central as well as peripheral au- 
tonomic mechanisms are involved. This is 
in keeping with the postulates of Dennis 
Hill’? using another approach to the study 
of the central activity in schizophrenia. 

The similarity of blood pressure responses 
in the two groups cannot easily be explained. 
Previous authors have demonstrated a very 
significant difference in the blood pressure 
responses to l-epinephrine: however, the 
drug was given intramuscularly and in 
larger doses than in this study. It is also 
important that there appears to be no re- 
ports in the literature concerning the blood 
pressure response to I-nor-epinephrine on 
psychiatric patients, and that comments 
made concerning its role in mental disease 
have, as Funkenstein" stated and noted by 
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Marrazzi,’* involved much reasoning by 
analogy. 

In summary this study has demonstrated 
a significant depression in the EEG re- 
sponses to intravenous nor-epinephrine in 
schizophrenics, and little difference in the 
blood pressure responses of a group of nor- 
mal and neurotic patients when compared 
with a group of schizophrenic patients. 

Non-schizophrenic patients do not univer- 
sally show arousal responses to nor-epineph- 
rine. Further work concerning the role of 
l-epinephrine in eliciting these responses is 
projected. 
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The Use of Reserpine (Serpasil) in Mentally II] Epilepties 


CLYDE Brooks, M.D. 


When reserpine (Serpasil®) was first con- 
sidered for use in our cases early in 1954, 
the question arose as to whether it could 
safely be used in convulsive mentally ill pa- 
tients. At that time there was no published 
work on the effects of reserpine in such pa- 
tients, so far as the author could find. Per- 
sonal communication from one observer in- 
dicated that the drug was contraindicated 
in epileptics, because it increased the inci- 
dence of seizures. 

However, in convulsive mental patients 
there is great need for the tranquilizing, 
stabilizing effects of reserpine because the 
mere control of the seizures by Dilantin, 
phenobarbital or other anticonvulsant drugs 
leaves the patient with his moodiness, over- 
activity and personality changes unim- 
proved. Since our work was started, several 
publications reporting the use of reserpine 
in convulsive mental cases have appeared. 


Lambros* found that nearly all his epilep- 
tic mental cases improved with reserpine; 
the patients showed a more constant and 
predictable personality. In about one-fourth 
of his cases, the amount of anticonvulsant 
medication could be reduced without any in- 
crease in convulsive seizures while reserpine 
was being taken. 


Zimmerman and Burgemeister‘ found no 
significant change in the weekly incidence 
of attacks for the group as a whole, but 31 
cases showed reduction of frequency of at- 
tacks; 30 cases showed no change; 39 cases 
showed some increase in the frequency of 
attacks during reserpine therapy. 


Carter® found lessening of tension and ap- 
prehension and in many cases lessening of 
severity of the seizures, with shortening of 
the recovery periods. In psychogenic epi- 
lepsy he observed marked improvement, 
many cases showing complete cessation of 
seizures. This author found no contraindi- 
cation against the adjunctive use of reser- 
pine in epileptics. 

Barsa and Kline® found reserpine less ef- 
fective in psychotic patients with convulsive 


From Alabama State Hospitals, Tuscaloosa, Ala. 


disorders than in psychotics without convul- 
sive seizures. They also reported an in- 
creased incidence of convulsive seizures dur- 
ing the first six weeks of reserpine therapy. 

Our plan of study was to observe a group 
of epileptic, mentally ill patients by giving 
to each only the required daily dosage of an- 
ticonvulsant medication for a control period. 
Next we follow the same group of patients 
for another period while giving them the 
same dosages of anticonvulsant medication 
with the addition of individually adequate 
doses of reserpine. 

In some instances the control period was 
one month and the reserpine therapy period 
was also one month. However, during the 
major part of the study the control periods 
were 2, 3 or 4 months, while the reserpine 
therapy periods were 2, 4 or 5 months, with 
a final period which has run 8 months. As 
our data are reported, the total time covered 
is two years and eight months, and the study 
is being continued. 

At the outset 57 patients were selected; 
later 63 more patients were added, making 
a total of 120 cases. 

Most of the patients received daily three 
capsules of Dilantin (each capsule 0.1 Gm.), 
while a few received four daily. Some re- 
ceived phenobarbital (1% to 1% gr.) in ad- 
dition. With few exceptions the dosage es- 
tablished for each patient was continued un- 
changed during the control periods and dur- 
ing the reserpine therapy periods. 

The attached tabulation shows the total 
number of seizures for 211 patients per 
month of the entire study and the daily dos- 
age given to each patient during the periods 
of its inclusion was 2, 4 or 5 mg. of Serpasil. 

Analysis of the figures shows that the 
over-all average of incidence of seizures 
during the control periods is significantly 
greater than that during the reserpine ther- 
apy periods, as follows: in control periods, 
3.72 seizures per month; in the reserpine 
therapy periods, 2.5 seizures per month. 
These data cover a rather long period of 
time (two years and eight months), and a 
fairly large group of cases (120); the de- 
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crease in seizures by approximately one- 
third is regarded as significant. 

In this study the side effects of reserpine 
have not been dangerous nor seriously 
troublesome; for most patients, with the 
dosage employed, the side effects were neg- 
ligible. A few patients, especially in the 
early phases of the study, showed moderate 
slowing of the pulse rate and moderate low- 
ering of blood pressure with some lassitude 
or listlessness. When the manifestations 
were too pronounced the reserpine was dis- 
continued temporarily or the analeptic drug 
methylphenidate (Ritalin®) was adminis- 
tered. 

Other side effects (more often seen in 
non-convulsive patients who received larger 
doses of reserpine) such as stuffiness of the 
nose, Parkinson-like symptoms (poker-face, 
trembling hands and arms), usually occurred 
in early phases of reserpine therapy. These 
stopped promptly when the drug was tem- 
porarily discontinued or methylphenidate 
was administered. In all cases, convulsive 
or nonconvulsive, there were no troublesome 
blood changes nor hepatic disorders. In re- 
view, there were few side effects and usually 
these were mild, only infrequently requiring 
temporary discontinuance of the reserpine 
or administration of Ritalin. 

Our conclusion is that with the doses used 
in the present study reserpine therapy is 
safe and effective for epileptic mentally ill 
patients. The negativistic, uncooperative, 
restless, agitated, assaultive, combative, hos- 
tile patients became more quiet, cooperative, 
affable and friendly. Those who previously 
refused to talk to other patients or to at- 
tendants began to talk; in those not previ- 
ously mute the talk was more relevant. Pa- 
tients who had been moody, morose, and 
refused to take part in any ward activities, 
who never looked at television or motion pic- 
ture shows, who could not be trusted out of 
their rooms, changed and now are participat- 
ing in activities, going to church, to baseball 
games, on bus rides, swimming and now 
help with housekeeping work on the wards. 
Some work in dining rooms, some in the 
laundry. Some have joined clubs, and oth- 
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ers work in the occupational therapy depart- 
ment. Most of the patients taking reserpine 
eat better and gain weight. Many of them, 
when they are improved, ask to be sent 
home, and many have been furloughed and 
are well adjusted outside the hospital. 


Rese ses = 
120 770 2.0 

Summary 


In a study covering 2 years and 8 months, 
including 120 cases, reserpine in doses from 
2 to 5 mg. per day (with standard anti- 
convulsant medication) reduced the _ inci- 
dence of convulsive seizures in mentally ill 
epileptics by about 33°, in addition to 
ameliorating the signs and symptoms of 
their disturbed state. 

Reserpine is a safe and effective agent in 
the treatment of mentally ill epileptics. 


Authors Note: Serpasil and Ritalin used in this 
study were supplied by Ciba Pharmaceutical Prod- 
ucts, Inc. 
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BALDPATE, Inc. 


Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 


For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


HARRY C. SOLOMON, M.D. GEORGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


DEVOTED TO THE ACTIVE TREATMENT OF 


MENTAL and NERVOUS DISORDERS 


ing: 
© Insulin Shock Electro-Narcosis 
2828 S. PRAIRIE AVE. © Electro-Shock © Out Patient Shock Therapy 
CHICAGO Available 
Phone VIctory 2-1650 ALCOHOLISM Treated by Comprehensive Medical- 
J. DENNIS FREUND, M.D. 
Medical Director Psychiatric Methods. 


Specializing in Psycho-Therapy, and Physiological therapies includ- 


HALL-BROOKE 


An Active Treatment Hospital, located one hour from New York 


A licensed private hospital devoted to active treatment, analytically- 
oriented psychotherapy, and the various somatic therapies. Each 
patient is under daily psychiatric and medical supervision. 


HALL-BROOKE, Greens Farms, Box 31, Conn. 
Tel.: Westport, CApital 7-5105 


GEORGE S. HUGHES, M.D. ROBERT ISENMAN, M.D. 

LEO H. BERMAN, M.D. JOHN D. MARSHALL, JR., M.D. 

ALFRED BERL, M.D. PETER P. BARBARA, PH.D. 

LOUIS J. MICHEELS, M.D. HEIDE F. and SAMUEL BERNARD, Administration 


New York Office: 46 East 73rd Street — LEhigh 5-5155 


, e A practical journal for 
The Nervous Child 
Psychotherapy of Childhood 
QUARTERLY SYMPOSIUM ISSUES 
Volume 11 of 1956 contains: 
JUVENILE DELINQUENCY; 
PSYCHOTHERAPY WITH POLIO; 
TESTING PSYCHOPATHOLOGY IN CHILDHOOD; and 
SLEEP AND DREAM PATHOLOGY IN JUVENILES 
Price: Volume 11 — $7.00. Frorn Volume 12 — $8.00 
(Add $.25 per volume outside U.S.A.) 
Order from 
CHILD CARE PUBLICATIONS 30 West 58th Street New York 19, N. Y. 
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Founded 1879 


Eight Miles from Boston 
For the study, care, and treatment of emotional, mental, personality, and habit disorders. 
On a foundation of dynamic perenne rar? all other recognized therapies are used as indicated. 
Cottage accommodations meet varied individual needs. Limited facilities for the continued care 
of progressive disorders requiring medical, psychiatric, or neurological supervision. 


Full resident and associate staff. Courtesy privileges to qualified physicians. 


BENJAMIN SIMON, M.D. CHARLES E. WHITE, M.D. 
Director Assistant Director 
ARLINGTON HEIGHTS 
MASSACHUSETTS 


Mission 8-0081 


A NEUROPSYCHIATRIC FOUNDATION 
THE 


ROGERS MEMORIAL HOSPITAL 


The Hospital is situated on the Nashotah Lakes, 30 miles west of Milwaukee, provid- 
ing the ideal, restful country environment and the facilities for the modern methods of 
therapy of psychoneuroses, psychosomatic disorders, alcoholism, and the other neurologic 
and psychiatric problems. Occupational therapy and recreational activities directed by 
trained personnel. 


OCONOMOWOC, WISCONSIN 
PHONE LOGAN 7-5535 


OWEN OTTO, M.D. EUGENE FRANK, M.D. LEROY A. WAUCK, PH.D. 
Medical Director LOUIS J. PTACEK, M.D. Clinical Psychologist 
LOREN J. DRISCOLL, M.D. 


FAIR OAKS 


INCORPORATED 
SUMMIT, NEW JERSEY 


A fully approved Hospital for intensive treatment and management of 
problems in Neuropsychiatry. 


OSCAR ROZETT, M.D. THOMAS P. PROUT, Jr. 
Medical Director Administrator 


BEVERLY HILLS CLINIC and SANITARIUM 


210 N. Westmoreland Avenue WHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and mental diseases both for in-patients and out-pa- 
tients—stressing a homelike environment **th sepsrate building units and special cottages—air- 
conditioned. 

A complete neuropsycniatric diagnostic 2. treatment center including a department of psychol- 
ogy—encephalography—clinical laboratory and X-1ay—psychotherapy—electroshock and_ insulin 
coma therapy, as well as psycho-surgery. A new geriatrie unit has just been added. 


Arthur J. Schwenkenberg, M.D. 
HENRY P. HARE, JR., M.D. 


JOSEPH L. KNAPP, M.D. 
JACKSON H. SPEEGLE, M.D. 


Neurology Psychiatry 
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GLENSIDE HOSPITAL 


FOUNDED 1909 


Located in an attractive rural setting in the heart of Boston for the care of nervous, 
mental and geriatric disorders, alcoholism and drug addiction. 

The new Ordway Therapy Unit includes the most modern electrotherapy equipment. 
Anesthesia by the Hand-Auden Associates and trained personnel available to cour- 


tesy staff. 
DORIS M. HORWOOD, Superintendent 


RUTH M. CROSSFIELD, M.D., Medical Director 


6 PARLEY VALE, JAMAICA PLAIN, MASS. 
JAMAICA 4-0044 RATES MINIMAL 


HILLCREST HOSPITAL est. 1905 


(formerly The Retreat, Inc.) 
DES MOINES 12, IOWA 


For the diagnosis and treatment of Nervous and Mental Disorders 
in a homelike environment. 


Occupational Therapy, Physiotherapy and Shock Therapy 
Open Psychiatric Staff 


HERBERT C. MERILLAT, M.D., Medical Director HERBERT W. VETTER, Administrator 


Dr. Joseph Epstein 
P I N E W O O D Sr: tanks Wedee Physicians in Charge 
DR. WALTER A. THOMPSON, F.A.P.A., Clinical Director 
Westchester County Katonah, N. Y. Tel.: Katonah 4-0775 


A competent sixty bed psychiatric hospital offering an approved program for training residents 
in neuropsychiatry. Psychoanalytically oriented. Patients receive individual treatment sessions 
and also group therapy. Electroshock therapy and its modifications available. Pharmacological 
therapies. Consulting staff of specialists. Monthly clinical conferences open to the profession. 


N. Y. City Offices—By Appointment 


DR. EPSTEIN—975 Park Ave.—Tues., Thurs., Sat. RH 443700 
DR. WENDER—59 East 79th St.—Mon., Wed., Fri. BU 8-0580 


For Intestinal Dysfunction 


NUCARPON® 


Each tablet cont: Extract 
of Rhubarb, Senna, Precip. 
Sulfur, Peppermint Oil, 
Fennel Oil in activated 


charcoal base 


For making Burow's Solution 
P Iv 


WET DRESSING Use 


PRESTO-BORO® 


(Aluminum Sulfate and 


Calcium Acetate) 


POWDER ENVELOPES 


— TABLETS — 


For treatment of Swellings, 


Inflammations, Sprains 


-muscular Injection. 


For Pulmonary Conditions 


TRANSPULMIN® 


3% solution Quinine with 
Camphor for Intra- 


« 


SEDATION 
AND EUPHORIA FOR NERVOUS. 
Use 
we 
Each Chocolate Coated Tablet Contains Ext. Valerian (highly concen 
grated) 0.05 Gm. finely subdivided for maximum efficiency 

TASTELESS, QDORLESS. YON-DEPRESSANT SEDATIVE and EUPHORIC 
ERIANETS-DISPER are indicated in cases of nervous excitement and 
exhaustion. anxiety and depressive states. cardiac and 
neuroses: menopause! and menstrual molimena. insomnia: { 
STA pose: of 2 tablets tid pottie of and of 100 tablets | 
TANDARD PHAR At All Prescription Pharmacies as s 
CO., IN 
| est 26th 
St.,.N | 
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SANITARIA DIRECTORY 


The institutions listed below are among the finest prwate sanitaria in the United States. 
They offer private, individual specialized care to the patient. 


BALDPATE, INC. HALL-BROOKE 


Georgetown, Massachusetts Greens Farms, Conn. 


BEVERLY HILLS CLINIC AND HILLCREST HOSPITAL 
SANITARIUM 
(formerly The Retreat, Inc.) 
Dallas 11, Texas Des Moines 12, Iowa 
ELMLAWN (The Wilgus Sanitarium) PINEWOOD 
Rockford, Illinois Katonah, New York 
FAIR OAKS RING SANATORIUM 


Summit, New Jerse 
4 Arlington, Massachusetts 


FAIRVIEW SANITARIUM ROGERS MEMORIAL HOSPITAL 


Chicago, Illinois 
Oconomowoc, Wisconsin 


FOREST SANITARIUM ST. CLAIR HOSPITAL 
Des Plaines, Illinois Detroit 14, Michigan 
GLENSIDE ST. JOSEPH SANITARIUM 
Boston 30, Massachusetts Dubuque, Iowa 


Saint Joseph Sanitarium 
(Supervision of Sisters of Mercy) 
P. O. BOX 236 — DUBUQUE, IOWA 
or phone $-8291 for information 


Mild Mental and Nervous Cases 
also 


Convalescent and Rest Patients 


Shock Therapy, Hydrotherapy, Physiotherapy, Occupational Therapy. 
Competent Staff. 
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For anxiety, tension 
and muscle spasm 
in everyday practice. 


* well suited for prolonged therapy 
* well tolerated, relatively nontoxic 


* no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal 
stuffiness 

*® chemically unrelated to phenothiazine 
compounds and rauwolfia 

derivatives 

* orally effective within 30 minutes 
for a period of 6 hours 


RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate—U.S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


WW) WALLACE LABORATORIES, New Brunswick, N. J. 


bY 
WALLACE 
LABORATORIES 
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